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| ntr oduction

HCFA has periodically issued maps between the standard messages used to notify beneficiaries of
decisions on their Medicare claims and the corresponding messages used to notify their providers
of health care of the decisions made on those same claims. Previous maps have been between the
Explanation of Medicare Benefit (EOMB) messages and the provider remittance advice clam
adjustment reason codes and remark codes. The new map in attachment 1 is between the
Medicare Summary Notice (MSN) messages, which are replacing the EOMB messages, and the
provider remittance advice messages.

This map is intended to assist standard systems and others who have a need to program to or
between the different message sets. We expect to update this map periodicaly in the future to
reflect changes/additions to the message sets. Questions concerning the maps, or suggestions for
changes to the maps, should be submitted to the regional electronic data interchange (EDI)
coordinators for routing to DHCISS in HCFA' s central office.

Attachment 1 is organized in MSN message number order, with the applicable reason and/or
remark code message number(s) following each MSN message. In response to requests for more
guidance on the use of group codes, which must be used in most formats with reason codes to
identify liability for amounts not paid by Medicare, this map a so includes group codes where that
group is clearly indicated by the nature of the message. However, group codes are not listed in
those cases where more than one group might apply according to a contractors coverage or
medical policies. In those cases, contractors and standard systems must determine the appropriate
group code for their situation.

The Accredited Standards Committee (ASC) X12N (health insurance) reason codes (attachment
2) and the Medicare remark codes (attachment 3) to which the MSN messages are mapped are
also included for your reference. Medicare carriers and intermediaries are limited to use of these
reason and remark codes to report claim and service adjustments and remarks in their electronic
and paper remittance advices, they are prohibited from using reason or remark messages that are
not included in these lists, or which have not otherwise been published for their use by HCFA.

Reason and remark codes must be used in remittance advice transactions when they apply.
Medicare carriers and intermediaries and their standard systems may use discretion to determine
when particular codes may apply, they do not have discretion as to whether to use applicable
codes and messages.



Attachment 1

SECTIONS SHOWING APPROVED MESSAGES FOR THE MSN:

OCOoO~NOOUILDS,WN B

Ambulance 40
Blood 41
Chiropractic 60

End-Stage Renal Disease (ESRD)
Number/Name/Enrolment

Drugs

Duplicate Bills

Durable Medical Equipment (DME)
Failure to Furnish Information
Foot Care

Transfer of Claims or Parts of Claims
Hearing Aids

Skilled Nursing Fecility

L aboratory

Medical Necessity

Miscellaneous

Non Physician Services
Preventive Care

Hospital Based Physician Services
Benefit Limits

Restrictions to Coverage

Split Claims

Surgery

'Help Stop Fraud' messages

Time Limit for filing

Vison

Hospice

Mandated M essages
Home Health Messages
Demonstration Project Messages

Mandatory Assignment for Physician Services Furnished Medicaid Patients

MSP

Reasonable Charge and Fee Schedule
Adjustments
Overpayments/Offsets
Ambulatory Surgical Centers
Patient Paid/Split Payments
Supplemental Coverage/Medigap
Limitation of Liability
Deductible/Coinsurance

Genera Information

Add-on Messages



13 -

14 -

16 -

1.7 -

19 -

1.10-

1.11-

2.1-

22-

31-

41 -

AMBULANCE

Payment for transportation is allowed only to the closest facility that can provide the
necessary care.--117

Payment is denied because the ambulance company is not approved by Medicare.--B7
Ambulance service to afuneral home is not covered.--46

Trangportation in a vehicle other than an ambulance is not covered.--46
Trangportation to afacility to be closer to home or family is not covered.--46

This service isincluded in the alowance for the ambulance transportation.--CO 97
Ambulance services to or from a doctor’ s office are not covered.--46

This service is denied because you refused to be transported.--CO 112

Payment for ambulance services does not include mileage when you were not in the
ambulance.--CO 112

Air ambulance is hot covered since you were not taken to the airport by ambulance.--57

The information provided does not support the need for an air ambulance. The approved
amount is based on ground ambulance.--57

BLOOD
The first three pints of blood used in each year are not covered.--PR 66
Charges for replaced blood are not covered.--CO 46
CHIROPRACTIC
This service is covered only when recent x-rays support the need for the service.--CO 50
with M1
ESRD

This charge is more than Medicare pays for maintenance treatment of rena disease.--
C0O42



4.2 -

4.3 -

4.4 -

4.5 -

4.6-

A7 -

4.8 -

4.9 -

4.10 -

4.11-

5.1-

5.2-

5.3-

This service is covered up to (insert appropriate number) months after transplant and
release from the hospital .-- Not used on remittance advice unless service being denied as
exceeding thislimit, in which case PR 35 would apply.

Prescriptions for immunosuppressive drugs are limited to a 30-day supply.-- Asin 4.2
Only one supplier per month may be paid for these supplies/services.--B 20
Medicare pays the professional part of this charge to the hospital.--CO 89

Payment has been reduced by the number of days you were not in the usua place of
treatment.--B 20

Payment for all equipment and supplies is made through your dialysis center. They will bill
Medicare for these services.--24

This service cannot be paid because you did not choose an option for your dialysis
equipment and supplies.--106

Payment was reduced or denied because the monthly maximum allowance for this home
dialysis equipment and supplies has been reached.--CO 42

No morethan ( $ ) can be paid for these supplies each month. (NOTE: Insert appropriate
dollar amount.)--Only applies to Remittance Advices (RA)s to the extent serviceis denied
or reduced as alimit exceeded, 42.

The amount listed in the ‘Y ou May Be Billed’ column is based on the Medicare approved
amount. You are not responsible for the difference between the amount charged and the
amount charged and the approved amount.-- This correlates to the CO group codein an
RA.

NAME /NUMBER /ENROLLMENT

Our records show that you do not have Medicare entitlement under the number shown on
this notice. If you do not agree, please contact your local Social Security office.--PR 31

The name or Medicare number was incorrect or missing. Please check your Medicare
card. If the information on this notice is different from your card, contact your provider.--
PR 31

Our records show that the date of death was before the date of service.--13



5.4 -

5.5-

5.6 -

6.1-

6.2 -

6.3 -

6.4 -

7.1-

7.2-

8.1-

8.2-

8.3-

If you cash the enclosed check, you are legally obligated to make payment for these
services. If you do not wish to assume this obligation, please return this check.--When this
is sent to a beneficiary or estate, use PR100 on RA to notify provider that the
beneficiary/estate was paid.
Our records show you did not have Part A (B) coverage when you received this service. If
you disagree, please contact us at the customer service number shown on this notice.--PR
31
The name or Medicare number was incorrect or missing. Ask your provider to use the
name or number shown on this notice for future claims.--MA 27 (claim level remark code)
use with payment.

DRUGS
Thisdrug is covered only when Medicare pays for the transplant.--PR 107

Drugs not specifically classified as effective by the Food and Drug Administration are not
covered.-- 114

Payment cannot be made for oral drugs that do not have the same active ingredients as
they would have if given by injection.--PR 46

Medicare does not pay for an oral anti-emetic drug that is not administered for use
immediately before, at or within 48 hours after administration of a Medicare covered
chemotherapy drug.--PR 96 with M100

DUPLICATES
Thisisaduplicate of acharge already submitted.--CO 18

Thisisaduplicate of a claim processed by another contractor. Y ou should receive a
Medicare Summary Notice from them.--CO 18 with M43

DURABLE MEDICAL EQUIPMENT

Y our supplier is responsible for the servicing and repair of your rented equipment.--M6
with payment information, or if denial of repair bill, use M6 with CO 46.

To receive Medicare payment, you must have a doctor’ s prescription before you rent or
purchase this equipment.--CO B17

This equipment is not covered because its primary use is not for medical purposes.--46



8.4 -

8.5-

8.6 -

8.7 -

8.8 -

8.9 -

8.10 -

8.11 -

8.12 -

8.13 -

8.14 -

8.15-

8.16 -

8.17 -

Payment cannot be made for equipment that is the same or similar to equipment already
being used.--CO 57 with M3

Rented equipment that is no longer needed or used is not covered.--CO 57

A partiad payment has been made because the purchase allowance has been reached. No
further rental payments can be made.--CO 35

This equipment is covered only if rented.--CO 108
This equipment is covered only if purchased.--CO 108

Payment has been reduced by the amount aready paid for the rental of this equipment.--
COB13

Payment is included in the approved amount for other equipment.--CO 97

The purchase allowance has been reached. If you continue to rent this piece of equipment,
the rental charges are your responsibility.--PR 35 and M7 for adenia, or M7 alone with
the entry for the last rental payment if used as awarning.

The approved charge is based on the amount of oxygen prescribed by the doctor.--CO 57

Monthly rental payments can be made for up to 15 months from the first paid rental
month or until the equipment is no longer needed, whichever comes first.--M5 with rental
denial reason code or payment information

Y our equipment supplier must furnish and service thisitem for as long as you continue to
need it. Medicare will pay for maintenance and/or servicing for every 6 month period after
the end of the 15th paid rental month.--M6 with denial of maintenance/repair claim or with
payment of rental bill

Maintenance and/or servicing of thisitem is not covered until 6 months after the end of the
15th paid rental month.--CO 30 denial reason code with M6

The approved amount includes payment for all covered stationary oxygen equipment,
contents and accessory items for an entire rental month.--No RA message; the items
covered by the payment would be reflected on the RA by the HCPCS and the dates of
service.

Payment for thisitem isincluded in the monthly rental payment amount.--CO 97



8.18 -

8.19 -

8.20-

8.21 -

8.22 -

8.23 -

8.24 -

8.25-

8.26 -

8.27 -

8.28 -

8.29 -

8.30 -

8.31-

8.32 -

Payment is denied because the supplier did not have a written order from your doctor
prior to delivery of thisitem.--B17

Sdlestax isincluded in the approved amount for this item--CO 97.
Medicare does not pay for this equipment or item.--46

This item cannot be paid without a new, revised or renewed certificate of medical
necessity.--CO B17

No further payment can be made because the cost of repairs has equaled the purchase
price of thisitem.--35

No payment can be made because the item has reached the 15 month limit. Separate
payments can be made for maintenance or servicing every 6 months.--CO 35 with M6

The claim does not show that you own or are purchasing the equipment requiring these
parts or supplies.--CO D3

Payment cannot be made until you tell your supplier whether you want to rent or buy this
equipment.--4 (Note: RR modifier = rental; NV modifier = purchase of new DME; UE
modifier= purchase of used DME)

Payment is reduced by 25% beginning the 4th month of rental .--CO 42

Payment is limited to 13 monthly rental payments because you have decided to purchase
this equipment.--CO 35 with M7

Maintenance, servicing, replacement or repair of thisitem is not covered.--46

Payment is alowed only for the seat lift mechanism, not the entire chair.--42 with payment
under the downcoded HCPCS for the mechanism in SV C01-02 and the billed chair
HCPCS in SVC06-02.

Thisitem is not covered because the doctor did not complete the certificate of medical
necessity.--CO B17

Payment is denied because blood gas tests cannot be performed by a durable medical
equipment supplier.--CO B5 with M8

Thisitem can only be rented for two months. If the item is still needed, it must be
purchased.--CO 108



8.33 -

8.34 -

8.35-

8.36 -

8.37 -

8.38 -

8.39 -

8.40 -

8.41 -

8.42 -

8.43 -

8.44 -

8.45 -

8.46 -

8.47 -

8.48 -

Thisisthe next to last payment for this item.--M5 with payment information
Thisisthe last payment for thisitem.--M4 with payment information
Thisitem is not covered when oxygen is not being used.--CO 50

Payment is denied because the certificate of medical necessity on file was not in effect for
this date of service.--CO B17

An oxygen recertification form was sent to the physician.--M19 to physician with CO B17
if claim denied for lack of oxygen receipt, or M19 with payment data if form requested as
acondition for future payment.

This item must be rented for two months prior to purchasing it.--CO 108

Thisisthe 10th month of rental payment. Y our supplier should offer you the choice of
changing the rental to a purchase agreement.--M9 with payment data

We have previoudly paid for the purchase of thisitem.--CO 18 with M3

Payment for the amount of oxygen supplied has been reduced or denied because the
monthly limit has been reached.--CO 119

Standby equipment is not covered.--CO 50

Payment has been denied because this equipment cannot deliver the liters per minute
prescribed by your doctor.--CO 57

Payment is based on a standard item because information did not support the need for a
deluxe or more expensive item.--42 with M25

Payment for electric wheelchairsis allowed only if the purchase decision is made in the
first or tenth month of rental.--108 with M10

Payment is included in the allowance for another item or service provided at the same
time.--CO B15

Supplies or accessories used with noncovered equipment are not covered.--107

Payment for this drug is denied because the need for the equipment has not been
established.--CO 50



8.49 -

8.50 -

9.1-

9.2-

9.3-

9.4 -

9.5-

9.6 -

9.7 -

9.8-

10.1 -

9

This alowance has been reduced because part of this item was paid on another clam.--CO
B13

Medicare cannot pay for this drug/equipment because our records do not show your
supplier islicensed to dispense prescription drugs, and, therefore, cannot assure the safety
and effectiveness of the drug/equipment. Y ou are not financialy liable for any amount for
this drug/equipment unless your supplier gave you a written notice in advance that
Medicare would not pay for it and you agreed to pay.-- CO B7

FAILURE TO FURNISH INFORMATION
The information we requested was not received.--CO 17

Thisitem or service was denied because information required to make payment was
missing.--CO 16

Please ask your provider to submit a new, complete claim to us. (NOTE: Add-on to other
messages as appropriate)-- 16. When using 16, should also use a claim remark code such
as areturn/rgect code (MA 29-MA 43, etc.) to show why claim rejected as incompl ete.

Thisitem or service was denied because information required to make payment was
incorrect.--RA message depends on what is incorrect, e.g., B18 if procedure code or
modifier isincorrect, 125 if submission/billing error, A8 if ungroupable DRG; 4-12 for
different inconsistencies.

Our records show your doctor did not order this supply or amount of supplies.--CO 57

Please ask your provider to resubmit this claim with a breakdown of the charges or
services.--CO 16 with M79

We have asked your provider to resubmit the claim with the missing or correct
information. (NOTE: Add-on to other messages as appropriate)--CO 16 with applicable
remark code for the missing/incorrect information

The hospital has been asked to submit additional information, you should not be billed at
thistime.--CO 16

FOOT CARE

Shoes are only covered as part of aleg brace.--PR 46



10

TRANSFER OF CLAIMS
11.1- Your clam has been forwarded to the correct Medicare contractor for processing. Y ou
will receive a notice from them. (NOTE: Use for Carriers, Intermediaries, RRB, United
Mine Workers)--CA B11

11.2 - Thisinformation is being sent to Medicaid. They will review it to see if additional benefits
can be paid.--MAOQ7

11.3 - Our records show that you are enrolled in a health maintenance organization. Y our
provider must bill this service to them.--OA 120

11.4 - Our records show that you are enrolled in a health maintenance organization. Y our claim
was sent to them for processing.--OA B11

11.5- Thisclaim will need to be submitted to (another carrier, a durable medical equipment
regiona carrier (DMERC), Medicaid agency).--OA 109

11.6 - We have asked your provider to resubmit this claim to the proper carrier (intermediary).
That carrier (intermediary) is (name and address of carrier, intermediary or durable
medical equipment regional carrier, etc.)--OA 109

HEARING AIDS
12.1 - Hearing aids are not covered.--PR 46
SKILLED NURSING FACILITY
13.1 - No qualifying hospital stay dates were shown for this Skilled Nursing Facility stay.--A6

13.2 - Skilled Nursing Facility benefits are only available after a hospital stay of at
least 3 days.--A6

13.3 - Information provided does not support the need for skilled nursing facility care.--50

13.4 - Information provided does not support the need for continued care in a skilled nursing
facility.--50

13.5- You were not admitted to the skilled nursing facility within 30 days of your hospital
discharge.--A6

13.6 - Rurd primary care skilled nursing facility benefits are only available after a hospital stay
of at least 2 days.--A6
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LABORATORY
14.1 - Thelaboratory is not approved for this type of test.--CO B7

14.2 - Medicare approved less for thisindividual test because is can be done as part of a
complete group of tests.--CO 42 with M75

14.3 - Servicesor items not approved by the Food and Drug Administration are not covered.--
CO 114

14.4 - Payment denied because the claim did not show who performed the test and/or the amount
charged.--CO D12

14.5 - Payment denied because the claim did not show if the test was purchased by the physician
or if the physician performed the test.--CO 16 with M12

14.6 - Thistest must be billed by the laboratory that did the work.--CO B20

14.7 - Thisserviceispaid at 100% of the Medicare approved amount. (NOTE: Mandated
message - This message must appear on all service lines paid at 100% of the Medicare
approved amount.)--Would be reflected on RA by payment amount which equals the
shown allowed amount, not by a separate message.

14.8 - Payment cannot be made because the physician has a financial relationship with the
laboratory.--CO D13

14.9 - Medicare cannot pay for this service for the diagnosis shown on the claim.--B22

14.10 -Medicare does not alow a separate payment for EKG readings.--CO B15

14.11 - A travel alowanceis paid only when a covered specimen collection feeis billed.--CO 107

14.12 -Payment for transportation can only be made if an X-ray or EKG is performed.--CO 107

14.13 -The laboratory was not approved for thistest on the date it was performed.--CO B7
MEDICAL NECESSITY

15.1 - Theinformation provided does not support the need for this many services or items.--CO
57

15.2 - Theinformation provided does not support the need for this equipment.--CO 50
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15.3 - Theinformation provided does not support the need for the special features of this
equipment.--CO 50

15.4 - Theinformation provided does not support the need for this service or item.--CO 50

15.5- Theinformation provided does not support the need for similar services by more than one
doctor during the same time period.--CO B20 with M86

15.6 - The information provided does not support the need for this many services or items within
this period of time.--CO 57

15.7 - Theinformation provided does not support the need for more than one visit aday.--CO 57

15.8 - Theinformation provided does not support the level of service as shown on the claim.--
CO 57

15.9 - The PEER Review Organization did not approve this service.--CO 15 if the denial isthe
result of the provider’s failure to request PRO approval, or CO 39 if the denid is the result
of PRO review and disapprova

15.10 - Medicare does not pay for more than one assistant surgeon for this procedure.--CO 54

15.11 -Medicare does not pay for an assistant surgeon for this procedure/surgery.--CO 54

15.12 -Medicare does not pay for two surgeons for this procedure.--CO 54

15.13 -Medicare does not pay for team surgeons for this procedure.--CO 54

15.14 -Medicare does not pay for acupuncture.--48

15.15 -Payment has been reduced because information provided does not support the need for
thisitem as billed.--CO 57

15.16 -Your claim was reviewed by our Medical Staff. (NOTE: Add-on to other messages as
appropriate).--M85 if review of physician evaluation and management services M87 if
subjected to CFO-CAP prepayment review; M92 if HH Medical Review; M95 if HH
initiative MR/Cost report audit.

15.17 -We have approved this service at areduced level. (NOTE: Add-on to other messages as
appropriate)--Would not generally apply to an RA, only on MSN. RA would report the
reason for the reduction.
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MISCELLANEOUS

16.1 - This service cannot be approved because the date on the claim shows it was billed before
it was provided.--CO 110 with M58

16.2 - This service cannot be paid when provided in this location/facility.--CO 58
16.3 - Theclaim did not show that this service or item was prescribed by your doctor.--CO B17
16.4 - This service requires prior approva by the PEER Review Organization.--CO 15

16.5- This service cannot be approved without a treatment plan by a physical or occupational
therapist.--CO D14

16.6 - Thisitem or service cannot be paid unless the provider accepts assignment.--CO 111

16.7 - Your provider must complete and submit your claim.--Message would only be sent on
MSN, not RA.

16.8 - Payment isincluded in another service received on the same day.--CO B15

16.9 - This allowance has been reduced by the amount previoudy paid for arelated procedure.--
COB10

16.10 -Medicare does not pay for thisitem or service.-- 46

16.11 -Payment was reduced for late filing. Y ou cannot be billed for the reduction.
(NOTE: Mandated message - This message must print on all service lines subject to the
10% reduction.)--Since a late filing reduction is imposed on a provider and not on a
beneficiary, alate filing reduction would be shown as a provider level adjustment reason
code (LF) onaRA.

16.12 -Outpatient mental health services are paid at 50 percent of the approved charges.
(NOTE: Mandated message - This message must print on all service lines subject to the
outpatient psychiatric reduction.)--PR 122

16.13 -The code(s) your provider used is/are not valid for the date of service billed.--CO B18
with M58

16.14 -The attached check replaces your previous check (#) dated ___ .--Not a RA message
code. Replacement check indicator would be reported with code RI in aPLB Provider
Adjustment Reason Code data element.
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16.15 - The attached check replaces your previous check. (NOTE: Use only if prior check
information is not accessible by the system.)--Use RI in PLB segment.

16.16 -Asrequested, thisis a duplicate copy of your Medicare Summary Notice.--Not applicable
to RA. If replacement check issued to provider, use MA 74.

16.17 -Medicare does not pay for these services when they are not given in conjunction with total
parenteral nutrition.--107

16.18 -Service provided prior to the onset date of certified parenteral/enteral nutrition therapy is
not covered.--CO B17

16.19- The approved amount of this parenteral/enteral nutrition supply is based on aless
extensive level of care for the nature of the diagnosis stated.--CO B22

16.20 -The approved payment for calories/grams is the most Medicare may allow for the
diagnosis stated.--CO B22

16.21 -The procedure code was changed to reflect the actual service rendered.--CO 57 with paid
HCPCSin SVCO01 and billed HCPCS in SV C06.

16.22 -Medicare does not pay for services when no charge isindicated.--CO 16 with M79

16.23 -This check is for the excess amount you paid toward a prior overpayment.--The provider
would not be notified when such arefund isissued to a beneficiary.

16.24 -Services provided aboard a ship are covered only when the ship is of United States registry
and isin United States waters. In addition, the service must be provided by a doctor
licensed to practice in the United States.--PR 113

16.25 -Medicare does not pay for this much equipment, or this many services or supplies.--CO 57
if denied as this quantity is not medically necessary.

16.26 -Medicare does not pay for services or items related to a procedure that has not been
approved or billed.--CO 107 with M58

16.27 -This service is not covered since our records show you were in the hospital at thistime.--
CO 60 with M2

16.28 -Medicare does not pay for services or equipment that you have not received.--112

16.29 -Payment is included in another service you have received.--CO B15
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16.30 -Services hilled separately on this claim have been combined under this procedure.--CO
B15 with M15

16.31 -Y ou are responsible to pay the primary physician care the agreed monthly charge.--
Beneficiary obligation to pay a provider is shown by use of a PR code on the RA with the
reason code to show why the amount not covered by Medicare.

16.32 -Medicare does not pay separately for this service.--CO B15

16.33 -Y our payment includes interest because Medicare exceeded processing time limits.
(NOTE: Mandated message - This message must print claim level if interest is added into
the beneficiary payment amount for unassigned or split pay claims.) --Interest paid to a
beneficiary on a non-assigned claim should not be reported to a provider on a RA. Interest
paid to the provider would appear at the PLB level.

16.34 -Y ou should not be billed for this service. Y ou do not have to pay this amount.
(NOTE: Add-on to other messages, or use individually as appropriate.)--Reflected by use
of CO group code on RA.

16.35 -Y ou do not have to pay thisamount. (NOTE: Add-on to other messages as appropriate.)
--CO group code with the claim adjustment reason code and amount.

16.36 -If you have already paid it, you are entitled to a refund from this provider.
(NOTE: Add-on to other messages as appropriate.)--M 26 or MA 72, depending on
whether aline level or clam level message is needed for the situation.

16.37 -Please see the back of this notice. (NOTE: Add-on to other messages as you feel
appropriate.)--Not applicable to aRA.

16.38 -Charges are not incurred for leave of absence days.--CO 112

16.39 - Only one provider can be paid for this service per calendar month. Payment has
already been made to another provider for this service.--B20

16.40 -Only one inpatient service per day is allowed.--CO B14 if denying more than one physician
visit to an inpatient per day with M63.

16.41 - Payment is being denied because you refused to request reimbursement under your
Medicare benefits.--PR 106

16.42 - The provider’s determination of noncoverage is correct.--This would be sent to the
beneficiary when a demand bill was processed for SNF care. The RA would deny as PR
50, stay not medically necessary.



16.43

16.44

16.45 -

16.46 -

16.47-

17.1-

17.2 -

17.3 -

17.4 -

17.5-

17.6 -

17.7 -

17.8 -

17.9 -

16

-This service cannot be approved without a treatment plan and supervision of a doctor.--

D15

-Routine care is not covered.--PR 49

Y ou cannot be billed separately for thisitem or service. You do not have to pay this
amount.--CO B15

Medicare payment limits do not affect a Native American’sright to free care at Indian
Health Institutions.--The message would only be sent to a beneficiary; not to a provider.

When deductible is applied to outpatient psychiatric services, you may be billed for
up to the approved amount. The “You May Be Billed” column will tell you
the correct amount to pay your provider.--PR 122

NON-PHYSICIAN SERVICES

Services performed by a private duty nurse are not covered.--46

This anesthesia service must be billed by a doctor.--No RA message would be sent to Dr.
unless that Dr. had billed Medicare. This would only be sent on MSN.

This service was denied because you did not receive it under the direct supervision of a
doctor.--D15

Services performed by an audiologist are not covered except for diagnostic procedures.--
PR 46

Y our provider’s employer must file this claim and agree to accept assignment.--CO 111
with M40

Full payment was not made for this services because the yearly limit has been met.--PR
119

This service must be performed by alicensed clinical social worker.--B6
Payment was denied because the maximum benefit allowance has been reached.--PR 35
Medicare (Part A / Part B) pays for this service. The provider must bill the correct

Medicare contractor. (NOTE: Insert appropriate program. Message is used for Part A
clamsreceived by Part B or Part B claims received by Part A.)--OA 109
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17.10 -The alowance has been reduced because the anesthesiologist medically directed
concurrent procedures.--CO 59

17.11 -Thisitem or service cannot be paid as billed.--16 with remark code as appropriate to
identify the reason it cannot be paid as billed.

17.12 -This service is not covered when provided by an independent therapist.--B6

17.13 -Medicare approves up to ( $) ayear for services billed by aphysical or occupational
therapist. (NOTE: Insert appropriate dollar anount.)--PR 119 with the amount not
covered as in excess of the annua limit.

17.14 -Charges for maintenance therapy are not covered.--46

17.15 -This service cannot be paid unless certified by your physician every () days.
(NOTE: Insert appropriate number of days.)--B17

PREVENTIVE CARE
18.1 - Routine examinations and related services not covered.--PR 49
18.2 - Thisimmunization and/or preventive care is not covered.--PR 49
18.3 - Screening mammography is not covered for women under 35 years of age.--6 with M37

18.4 - Thisserviceisbeing denied because it has not been 12 months since your last
examination of thiskind. (NOTE: Insert appropriate number of months.)--119 with M90

18.5- Medicare will pay for another screening mammogram in (12, 24) months. (NOTE: Insert
appropriate number of months.)--Not used in RA, only 119 with M90

18.6 - A screening mammography is covered only once for women age 35 - 39.--119 with M89

18.7 - Screening pap smears are covered only once every 36 months unless high risk factors are
present.--119 with M83

18.8 - Screening mammograms are covered for women 40 - 49 years of age without high risk
factors only once every 24 months.--119 with M83

18.9 - Screening mammograms are covered for women 40 - 49 years of age with high risk
factors only once every 12 months.--119 with M90



18.10 -

18.11 -

18.12

18.13

18.14

18.15

18.16

18.17

18.18

19.1 -

19.2 -

19.3 -

20.1-
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Screening mammograms are covered for women 50 - 64 years of age once every 12
months.--119 with M90

Screening mammograms are covered for women 65 years of age and older only once
every 24 months.--119

Screening mammograms are covered annually for woman 40 years of age and older.--M90
with payment or denia reason code.

This service is not covered for beneficiaries under 50 years of age.--6 with M82
Serviceis being denied because it has not been (12,24,48) months since your last
(test/procedure) of this kind.--119 with M90 for 12 months. No remark code for 24 or 48
months (that should be addressed in coverage policy).

Medicare only covers this procedure for beneficiaries considered to be at high risk for
colorectal cancer.--48 with M83

This service is being denied because payment has already been made for asmilar
procedure within a set time frame.--119 with M86

Medicare pays for screening Pap smear and/or screening pelvic examination only once
every 3 years unless high risk factors are present.--119 when used as a denial message,
would not appear in an RA solely as a coverage message.

Medicare does not pay for this service separately since payment of it isincluded in our
allowance for other services you received on the same day.--CO 97

HOSPITAL BASED PHYSICIANS

Services of a hospital based specialist are not covered unless there is an agreement
between the hospital and the specialist.--CO B20 with MA12

Payment was reduced because this service was performed in a hospital outpatient setting
rather than a provider’s office.--CO B6

Only one hospital visit or consultation per provider is alowed per day.--CO B14
BENEFIT LIMITS

Y ou have used all of your benefit days for this period.--PR 119 with covered daysin MIA
01.



20.2 -

20.3 -

20.4 -

20.5-

20.6 -

20.7 -

20.8

20.9

21.1-

21.2 -

21.3-

21.4 -

21.5-

21.6-
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Y ou have reached your limit of 190 days of psychiatric hospital services.--PR 35 with
lifetime psychiatric daysin MIAQ3.

Y ou have reached your limit of 60 lifetime reserve days.--PR 35 with lifetime reserve days
used in QTYOL.

() of the Benefit Days Used were charged to your Lifetime Reserve Day benefit.
(NOTE: Mandated message - This message must be printed claim level when al

or aportion of the Benefit Days Used are charged to the Lifetime Reserve Day benefit.)--
Would be shown with aLA qualifier in the QTY segment of an RA.

These services cannot be paid because your benefits are exhausted at this time.--PR 35 if
totally exhausted or 119 if exhausted for this period.

Days used has been reduced by the primary group insurer’ s payment.--Message would not
be used on RA, the days calculated as used would simply be reported in MIAO1, MIAO3
or QTY 02 as appropriate.

You have day(s) remaining of your 190 day psychiatric limit.--Days used, not days
remaining, are reported in RA (MIA03)

Days used are being subtracted from your total (inpatient or skilled nursing facility)
benefits for this benefit period.--Reflected by entry in MIAOL

Services after mm/dd/yy cannot be paid because your benefits were exhausted.--On
RA, use PR35 with the # of covered days.

RESTRICTION TO COVERAGE

Services performed by an immediate relative or a member of the same household are not
covered.--CO 53

The provider of this serviceis not eligible to receive Medicare payments.--38
This provider was not covered by Medicare when you received this service.--B7

Services provided outside the United States are not covered. See your Medicare
Handbook for services received in Canada and Mexico.--PR 113

Services needed as a result of war are not covered.--PR 113

Thisitem or service is not covered when performed, referred or ordered by this provider.--
52 for referring/ordering or 38 for performed by.
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21.7 - Thisservice should be included on your inpatient bill.--60 with M48

21.8 - Services performed using equipment that has not been approved by the Food and Drug
Administration are not covered.--114

21.9 - Payment cannot be made for unauthorized service outside the managed care plan.--120
21.10 -A surgical assistant is not covered for this place and/or date of service.--CO 54
21.11 -This service was not covered by Medicare at the time you received it.--26

21.12 -This hospital service was not covered because the attending physician was not digible to
receive Medicare benefits at the time the service was performed.--52

21.13 -This surgery was not covered because the attending physician was not eligible to receive
Medicare benefits at the time the service was performed.--52

21.14 -Medicare cannot pay for this investigational device because the FDA clinical trial period
has not begun.--114

21.15 -Medicare cannot pay for this investigational device because the FDA clinical trial period
has ended.--114 with M61

21.16 -Medicare does not pay for thisinvestigational device.--55

21.17 -Y our provider submitted noncovered charges for which you are responsible.--PR 96

21.18 -Thisitem or service is not covered when performed or ordered by this provider.--52

21.19 -This provider decided to drop out of Medicare. No payment can be made for this service,
you are responsible for this charge. Under Federal law your doctor cannot charge you

more than the limiting charge amount.--PR 38 with MA56

21.20 - The provider decided to drop out of Medicare. No payment can be made for this service,
you are responsible for this charge.--PR 38 with MA47

SPLIT CLAIMS
22.1 - Your clam was separated for processing. The remaining services may appear on a

separate notice. (NOTE: Mandated message - This message must print claim level on al
split claims, including the original and replicate claim.)--MA 15



23.1-

23.2 -

23.3-

23.4 -

235-

23.6 -

23.7 -

23.8 -

23.9-

23.10 -

23.11-

23.12 -

23.13-

23.14 -

23.15
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SURGERY

The cost of care before and after the surgery or procedure isincluded in the approved
amount for that service.--CO B15

Cosmetic surgery and related services are not covered.--PR 48

Medicare does not pay for surgical supports except primary dressings for skin grafts.--CO
97

A separate charge is not allowed because this service is part of the mgjor surgical
procedure.--CO 97

Payment has been reduced because a different doctor took care of you before and/or
after the surgery.--CO B20

This surgery was reduced because it was performed with another surgery on the
same day.--CO 59

Payment cannot be made for an assistant surgeon in a teaching hospital unless a resident
doctor was not available.--CO B6

This service is not payable because it is part of the total maternity care charge.--CO 97

Payment has been reduced because the charges billed did not include post-operative care.
--CO B20

Payment has been reduced because this procedure was terminated before anesthesia was
started.--CO 115

Payment cannot be made because the surgery was canceled or postponed.--CO 115

Payment has been reduced because the surgery was canceled after you were prepared for
surgery.--CO 115

Because you were prepared for surgery and anesthesia was started, full payment is being
made even though the surgery was canceled.--This would be reflected by showing the full
billed amount in the allowed amount on the RA, not through a separate message.

The assistant surgeon must file a separate clam for this service.--CO B20 with MA12

-The approved amount is less because the payment is divided between two doctors.

(NOTE: usefor global reductions.)--CO B20
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23.16- An additional amount is not allowed for this service when it is performed on both the | eft

24.1 -

24.2 -

243 -

24.4 -

245 -

24.6 -

24.7 -

24.8 -

24.9 -

24.10 -

2411 -

2412 -

24.13 -

2414 -

25.1-

and right sides of the body.--CO 42
FRAUD AND ABUSE SECTION (HELP STOP FRAUD)
Protect your Medicare number as you would a credit card number.--MSN only, not RA

Beware of telemarketers or advertisements offering free or discounted Medicare items and
services.--MSN only

Beware of door-to-door solicitors offering free or discounted Medicare items or services.
--MSN only

Only your physician can order medical equipment for you.--1f used to deny an item, CO
B6 on RA; if used as information only, would only appear on MSN.

Always review your Medicare Summary Notice for correct information about the items or
services you received.--M SN only

Do not sell your Medicare number or Medicare Summary Notice.--MSN only
Do not accept free medical equipment you don’t need.--M SN only

Beware of advertisementsthat read, “Thisitem is approved by Medicare’, or
“No out-of -pocket expenses.”--M SN only

Be informed - Read your Medicare Summary Notice.--MSN only
Always read the front and back of your Medicare Summary Notice.--MSN only

Beware of Medicare scams, such as offers of free milk or cheese for your Medicare
number.--M SN only

Read your Medicare Summary Notice carefully for accuracy of dates, services, and
amounts billed to Medicare.--MSN only

Be sure you understand anything you are asked to sign.--M SN only
Be sure any equipment or services you received were ordered by your doctor.--MSN only
TIME LIMIT FOR FILING

This claim was denied because it was filed after the time limit.--CO 29
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26.2 -

26.3 -

26.4 -
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27.4

27.5

27.6
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Y ou can be billed only 20 percent of the charges that would have been approved.--PR
group code with coinsurance reason code (2) on ERA or entry in dedicated coinsurance
column on paper RA.

VISION

Eye refractions are not covered.--PR 48

Eyeglasses or contact lenses are only covered after cataract surgery or if the natural
lens of your eye is missing.--PR 48

Only one pair of eyeglasses or contact lenses is covered after cataract surgery with
lens implant.--CO 57

This service is not covered when performed by this provider.--B7

This service is covered only in conjunction with cataract surgery.--CO 107

Payment was reduced because the service was terminated early.--CO 115
HOSPICE

This service is hot covered because you are enrolled in a hospice.--B9

Medicare will not pay for inpatient respite care when it exceeds five (5) consecutive days
at atime.--PR 119

The physician certification requesting hospice services was not received timely.--B17 with
MA54

The documentation received indicates that the general inpatient services were not related
to the terminal iliness. Therefore, payment will be adjusted to the routine home care rate.
--CO 58

Payment for the day of discharge from the hospital will be made to the hospice agency at
the routine home care rate.--This would be shown on the RA to the hospice by payment
for that date as billed by the hospice. No separate message would be needed. The payment
rate would be shown as the allowed amount.

The documentation indicates the level of care was at the respite level not the general
inpatient level of care. Therefore, payment will be adjusted to the routine home care rate.
--57 (the level of care being paid would be indicated by the allowed amount)
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27.7  According to Medicare hospice requirements, the hospice e ection consent was not signed
timely.--106 with MAS4

27.8 The documentation submitted does not support that your ilinessis termina.--57 with zero
payment for hospice.

27.9 The documentation indicates your inpatient level of care was not reasonable and
necessary. Therefore, payment will be adjusted to the routine home care rate.--57 (the
level of care being paid would be indicated by the allowed amount)

27.10 The documentation indicates that the level of continuous care was not reasonable and
necessary. Therefore, payment will be adjusted to the routine home care rate.--57 (the
level of care being paid would be indicated by the allowed amount)

27.11 The provider has billed in error for the routine home care items or services received.--CO
97

MANDATORY ASSIGNMENT FOR PHYSICIAN SERVICES FURNISHED FOR
MEDICAID PATIENTS

28.1 - Because you have Medicaid, your provider must agree to accept assignment.--111
M SP

29.1- Secondary payment cannot be made because the primary insurer information was either
missing or incomplete.--CO 16 with MAO4

29.2 - No payment was made because your primary insurer’ s payment satisfied the provider’s
bill.--CO 23

29.3 - Medicare benefits are reduced because some of these expenses have been paid by
your primary insurer.--CO 23

29.4 - Inthefuture, if you send claimsto Medicare for secondary payment, please send them to
(carrier MSP address).--M SN only

29.5 - Our records show that Medicare is your secondary payer. This claim must be sent to
your primary insurer first. (NOTE: Use ‘Add-on’ message as appropriate).--CO 22

29.6 - Our records show that Medicare is your secondary payer. Services provided outside
your prepaid health plan are not covered. We will pay this time only since you were not
previoudy notified.--MA11
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29.7 - Medicare cannot pay for this service because it was furnished by a provider who is not a
member of your employer prepaid health plan. Our records show that you were informed
of thisrule.--PR 24 with MA26

29.8 - Thisclaimisdenied because the service(s) may be covered by the worker’ s compensation
plan. Ask your provider to submit a claim to that plan.--19

29.9 - Since your primary insurance benefits have been exhausted, Medicare will be primary on
this accident related service.--This would be indicated on the RA by Medicare payment at
the primary rate without M SP offset. No separate message.

29.10 -These services cannot be paid because you received them on or before you received a
liability insurance payment for thisinjury or illness.--PR 20

29.11 -Our records show that an automobile medical, liability, or no-fault insurance planis
primary for these services. Submit this claim to the primary payer. (NOTE: Use ‘ Add-on’
message as appropriate).--20 if liability, 21 if no fault or 22 if medical is primary

29.12 -Our records show that these services may be covered under the Black Lung
Program. Contact the Federal Black Lung Program, P.O. Box 828, Lanham-
Seabrook, MD 20703-0828. (NOTE: Use ‘ Add-on’ message as appropriate).--CO 22
with MA16

29.13 Medicare does not pay for these services because they are payable by another
government agency. Submit this claim to that agency. (NOTE: Use ‘ Add-on’
message as appropriate).--CO 22

29.14 -Medicare’ s secondary payment is ($). Thisis the difference between the primary insurer’s
approved amount of ($) and the primary insurer’s paid amount of ($). (NOTE:
Mandated message - This message should print claim level when a Medicare secondary
payment is made and the primary insurer’ s approved amount is higher than Medicare's
approved amount. Do not print when the claim paid amount is equal to the amount
Medicare would pay if services were not covered by athird party payer.)--The fact that
the Medicare payment is secondary is reflected by reference to the primary’ s payment with
group OA and claim adjustment reason code 71.

29.15 - Medicare’ s secondary payment is ( $). Thisisthe difference between Medicare's
approved amount of (($) and the primary insurer’s paid amount of ($). (NOTE:
Mandated message - This message should print claim level when a Medicare secondary
payment is made and Medicare s approved amount is higher than the primary insurer’s
approved amount. Do not print when the claim paid amount is equal to the amount
Medicare would pay if services were not covered by athird party payer.) -- The fact that
the Medicare payment is secondary is reflected by reference to the primary’ s payment with
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group OA and claim adjustment reason code 71.

29.16 -Y our primary insurer approved and paid (($) on this claim. Therefore, no secondary
payment will be made by Medicare. (NOTE: Mandated message - This message should
print claim or service level when the primary insurer’s approved amount is higher than
Medicare s approved amount and the primary payment is equal to the approved amount.
Do not print on denied service lines.) --Would be shown on RA with OA 71 amount entry
and O Medicare payment.

29.17 -Y our provider agreed to accept ($) as payment in full on thisclaim. Y our primary insurer
has aready paid ($) so Medicare’ s payment is the difference between the two amounts.
(NOTE: Mandated message - This message should print claim level when the provider is
obligated to accept |less than the Medicare approved amount.)--If the provider has agreed
to accept alower than normal amount, that lower rate would be shown as the allowed
amount on the provider’s RA. The Medicare payment column would show the difference
between this allowed amount and the OA 71 entry.

29.18 -The amount listed in the ‘Y ou May Be Billed’ column assumes that your primary insurer
paid the provider. If your primary insurer paid you, then you are responsible to pay the
provider the amount your primary insurer paid to you plus the amount in the ‘Y ou May Be
Billed' column. (NOTE: Mandated message - This message should print on all assigned
MSP service lines when Medicare secondary payment was made. Print message on
assigned service lines for full recoveries. Do not print on denied service lines.)-- If
Medicare is notified of a primary insurer’ s payment, the amount of that payment that
affects the calculation of what is due from Medicare would be reported on the RA. The
group code would designate the amount(s) for which the provider could (PR), or could
not (CO) hill the beneficiary. The RA would also show the total due from the patient for
all servicesin the clam in the CLP 05 segment of an intermediary RA.

29.19 -The amount listed in the * You May Be Billed’ column assumes that your primary insurer
paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount charged and the amount the primary insurer
paid. (NOTE: Mandated message - This message should print on al unassigned MSP
service lines when Medicare secondary payment was made. Print message on unassigned
service lines for full recoveries. Do not print on denied service lines. Do not print when
conditionsin 29.20 or 29.22 are met.)--Same as 29.18 response for RA.

29.20 -The amount listed in the * You May Be Billed’ column assumes that your primary insurer
paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount the provider agreed to accept and the amount
the primary insurer paid. (NOTE: This message should print on al unassigned MSP
service lines when the provider is obligated to accept less than the Medicare approved
amount. Do not print on denied service lines.)--Same as 29.18 response for RA.
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29.21 -The amount listed in the ‘Y ou May Be Billed’ column assumes that your primary insurer
made no payment for this service. If your primary insurer did make payment for this
service, the amount you may be billed is the difference between the amount charged and
the primary insurer’s payment. (NOTE: Mandated message - This message should print on
all Medicare disallowed services for which the beneficiary isliable and the service has been
submitted on a claim indicating there has been a primary insurer payment made.)--Same as
29.18 for response for RA. May aso need to use MA 11 if payment made on a conditional
basis and later payment may be issued by another payer.

29.22 -The amount listed in the *You May Be Billed’ column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount the provider can legally charge and the
amount the primary insurer paid. See note () for the legal charge limit. (NOTE: This
message should print on al unassigned M SP service lines when a Medicare secondary
payment is made and the provider has exceeded the limiting charge.)--Same as 29.18
response for patient billing information. An excess limiting charge amount that could not
be billed to the beneficiary would be shown with a CO 45 adjustment.

29.23 -No payment can be made because payment was already made by either worker’s
compensation or the Federal Black Lung Program.--CO 19

29.24 - No payment can be made because payment was aready made by another government
entity.--CO 23

29.25 - Medicare paid all covered services not paid by other insurer.-- RA would show Medicare
payment which equals the difference between the billed amount and the adjustments.

29.26 -The primary payer is___ . (NOTE: Add-on to messages as appropriate and/or as your
system permits.)--Not reported in any pre-4010 X12.835 version or any NSF/RA version..

29.27 -Y our primary group’s payment satisfied Medicare deductible and co-insurance.--Shown on
RA with A3 adjustment amount corresponding to the deductible, coinsurance, and/or any
other PR group adjustments, or by not showing any deductible and coinsurance amounts
to be satisfied.

29.28 -Y our responsibility on this claim has been reduced by the amount paid by your primary
insurer.--Reflect by use of an A3 adjustment reason code on aRA.

29.29 -Y our provider is allowed to collect atotal of ( $) on thisclaim. Y our primary insurer
paid ($) and Medicare paid ( $). You are responsible for the unpaid portion of ( $).--
Shown in NSF/RA 500-23 or 835 2-010-CL P05
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29.30-( $ ) of the money approved by your primary insurer has been credited to your
Medicare Part B (A) deductible. You do not have to pay this amount.--Shown on RA
with A3 adjustment amount corresponding to the deductible, coinsurance, and/or any
other PR group adjustments, or by not showing any deductible and coinsurance amounts
to be satisfied.

29.31 Resubmit this claim with the missing or correct information.--MA 130
REASONABLE CHARGE AND FEE SCHEDULE

30.1 -The approved amount is based on a specia payment method.--CO 42

30.2 -The facility fee allowance is greater than the billed amount.--OA 94

30.3 -Your doctor did not accept assignment for this service. Under Federal law, your doctor
cannot charge morethan (_$ ). If you have aready paid more than this amount, you are
entitled to arefund from the provider. (NOTE: This message should print on all
unassigned service lines for which the billed amount exceeds the Medicare limiting charge.
Do not print when the amount the limiting charge is exceeded is less than any threshold
established by HCFA..)--CO 45 with adjustment amount in excess of the limiting charge;
PR42 with the amount that is the difference between the allowed amount and the limiting
charge for which the beneficiary isliable; if excess payment made by the beneficiary, Also
report MA77 or MA78 as applicable for the provider to refund the excess to the
beneficiary.

30.4 - A change in payment methods has resulted in a reduced or zero payment for this
procedure.--CO 42
ADJUSTMENTS

NOTE: You must print at least one of the messagesin this section for all adjusted claims shown
on the MSN.

31.1- Thisisacorrection to apreviousy processed claim and/or deductible record.--Reflected
with CR group and full correction/reversal, or with alternate correction method (CLP 02-
22 reversal) or MA 67 on a paper RA correction.

31.2- A payment adjustment was made based on a telephone review.--MA 62 with the
adjustment data.

31.3- Thisnoticeis being sent to you as the result of a reopening request.--MA 91 (generic
appeal decision message)

31.4 - Thisnoticeis being sent to you as the result of afair hearing request.--MA 91
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31.7 -

31.8 -

31.9-

31.10 -

31.11

31.12 -

31.13 -
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If you do not agree with the Medicare approved amount(s) and $100 or moreisin
dispute (less deductible and co-insurance), you may ask for a hearing. Y ou must request a
hearing within 6 months of the date of this notice. To meet the limit you may combine
amounts on other claims that have been reviewed. At the hearing, you may present any
new evidence which could affect the decision. Call us at the number in the Customer
Service block if you need more information about the hearing process.--MA 03

A payment adjustment was made based on a Peer Review Organization request.--Source
of adjustment requests is not reported on RAS.

This claim was previoudly processed under an incorrect Medicare claim number or name.
Our records have been corrected.--CR, CLP 22 or MA 67 for basic adjustment as per 31.1
with the corrected name /# information reported elsewhere in assigned RA field.

This claim was adjusted to reflect the correct provider.--CR, CLP 22 as MA 67 with
corrected provider data elsewhere in the RA.

This claim was adjusted because there was an error in billing.--Generic adjustment
indicator (CR, CLP 22 or MA 67 as appropriate) with correction data.

Thisis an adjustment to a previously processed charge (s). This notice may not reflect the
charges as they were originally submitted.--Would be reflected in a CLP 22 adjustment by
acarrier using the aternate reversal method to report differences rather afull reversal and
correction.

-The previous notice we sent stated that your doctor could not charge morethan ($).

This additional payment allows your doctor to bill you the full amount charged. (NOTE:
Mandated message - This message should print service level, as appropriate, when limiting
charge applies.)--This would be shown as a correction/reversal action on a RA with the
new amount for which the patient is liable reported with the PR group code.

The previous notice we sent stated the amount you could be charged for this service. This
additional payment changed that amount. Y our doctor cannot charge you more than ($).
(NOTE: Mandated message - This message should print service level, as appropriate,
when limiting charge applies.)--31.11 response also applies here.

The Medicare paid amount has been reduced by ( $) previoudy paid for this claim.
(NOTE: Mandated message - This message should print claim level on all adjustments for
which a partia payment was previously made.)--Would be shown as a correction/reversal
action on an RA, with the amount of the previous payment reported with aB13 clam
adjustment reason code and the amount of the prior payment.
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31.14 -This payment is the result of an Administrative Law Judge’ s decision.--MA 91

(RA’s do not differentiate between levels of appeals. An ALJwould send out a
separate decision notice. The remittance would only be used if a payment is being made as
result of that decision.)

31.15 -An adjustment was made based on areview decision.--MA91

31.16 -An adjustment was made based on a reconsideration.--MA91

32.1-

33.1-

34.2 -

OVERPAYMENTSOFFSETS

(%) dollars of this payment has been withheld to recover a previous overpayment.
(NOTE: Mandated message - This message should print claim level when the beneficiary
check amount is reduced to recover a previous overpayment. Fill in the blank with the
amount withheld on the claim at issue.)--Overpayment withholding from a beneficiary
would not be reported on aRA. A RA would only show funds recouped to satisfy an
overpayment to the provider. In that case, provider level adjustment code OR
(overpayment recovery) would be used by an intermediary and code OF(offset) would be
used by acarrier.

AMBULATORY SURGICAL CARE
The ambulatory surgical center must bill for this service.--CO B6 with M 97
PATIENT PAID/SPLIT PAYMENT

Of thetotal ($) paid on this claim, we are paying you ( $) because you paid your
provider more than your 20 percent co-insurance on Medicare approved services. The
remaining ( $) was paid to the provider. (NOTE: Mandated message - This message
should print claim level on al assigned claims generating payment to the beneficiary.)--
Amount paid to beneficiary would be reported with CO100 on RA; a separate payment
amount would be reported for the provider, and a provider level OF or OR entry (see
32.1) would be made for the amount in excess of 20% Medicare refunded to the
beneficiary.

The amount in the *You May Be Billed” column has been reduced by the amount you paid
the provider at the time the services were rendered. (NOTE: Mandated message - This

message should print claim level on al assigned claims with a beneficiary paid amount that
does not exceed co-insurance and deductible and for al unassigned claims submitted with a
beneficiary paid amount.)--Report the patient paid datain AMT 01/02 and the total of the
PR adjustments on the RA in CLP05. Use MAS9 to notify the provider a refund must be
issued the beneficiary if AMTO2 is higher than the PR total.
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34.4 -
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After applying Medicare guidelines and the amount you paid to the provider at the

time the services were rendered, our records indicate you are entitled to arefund. Please
contact your provider. (NOTE: Mandated message: This message should print claim level
on assigned claims with a split payment to the beneficiary under $1.00)--MA 78

We are paying you ($) because the amount you paid the provider was more than you
may be billed for Medicare approved charges.--OA 100 with payment amount to the

beneficiary; prior payment information by patient to provider in AMT 01/02; and amount  of
patient responsibility for the claim in CLP 05.

34.5-

34.8 -

35.1-

The amount owed you is ($). Medicare does not routingly issue checks for amounts under
$1.00. This amount due will be included in your next check. If you want this money issued
immediately, please contact us at the address or phone number in the Customer Service
Information Box.--MA 22

Y our check includes which was withheld on a prior claim.--A reissuance of fundsto
a beneficiary would not be reported to a provider.

This check includes an amount less than $1.00 which was withheld on a prior claim.
(NOTE: Use this message only when your system cannot plug the dollar amount in
message 34.6.)--BF provider level adjustment with MA 22.

The amount you paid the provider for this claim was more than the required payment.
Y ou should be receiving arefund of $.XX from your provider, which is the difference
between what you paid and what you should have paid. (NOTE: Mandated message:
This message should print claim level on assigned claims with a split payment to the
beneficiary under $1.00)--MA 78

SUPPLEMENTAL COVERAGE / MEDIGAP

Thisinformation is being sent to your private insurer(s). Send any questions regarding
your benefitsto them. (NOTE: add if possible : Your private insurer(s) iSare )--

MA 18 with private insurer identified in NM 103

35.2-

35.3-

We have sent your claim to your Medigap insurer. Send any questions regarding
your benefitsto them. (NOTE: add if possible: Y our Medigap insurer is )--MA 18
with private insurer identified in NM 103

A copy of this notice will not be forwarded to your Medigap insurer because the
information was incomplete or invalid. Please submit a copy of this notice to your
Medigap insurer.--MA 19
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35.4 - A copy of this notice will not be forwarded to your Medigap insurer because your
provider does not participate in the Medicare program. Please submit a copy of this notice
to your Medigap insurer.--MA 08

35.5- Wedid not send this claim to your private insurer. They have indicated no additional
payment can be made. Send any questions regarding your benefits to them.--This would be
expressed on a RA by the absence of transfer information.

35.6 - Your supplemental policy is not a Medigap policy under Federa and State law/regulation.
It isyour responsibility to file a claim directly with your insurer.--MA 08

35.7 - Please do not submit this notice to them.(add-on to other messages as appropriate)--This
message would not be used on an RA.

LIMITATION OF LIABILITY

36.1 - Our records show that you were informed in writing, before receiving the service, that
Medicare would not pay. You are liable for this charge. If you do not agree with this
statement, you may ask for areview.--M38

36.2 - It appears that you did not know that we would not pay for this service, so you are not
liable. Do not pay your provider for this service. If you have paid your provider for this
service, you should submit to this office three things: 1) a copy of this notice, 2) your
provider’s bill and, 3) areceipt or proof that you have paid the bill. Y ou must file your
written request for payment within 6 months of the date of this notice. Future services of this
type provided to you will be your responsibility.--M 25

36.3 - Your provider has been notified that you are due arefund if you paid for this service. If
you do not receive arefund from the provider within 30 days from your receipt of this
notice, please write our office and include a copy of this notice. Y our provider has the
right to appeal this decision, which may change your right to arefund.--M 26

36.4 - This payment refunds the full amount you paid to your provider for the services previousy
processed and denied. Y ou are entitled to this refund because your provider did not tell
you in writing before providing the service(s) that Medicare would not pay for the denied
service (S). In the future, you will have to pay for this service when it is denied.--An
overpayment notice, rather than an RA would be sent to the provider in this situation.

36.5 - This payment refunds the full amount you are entitled to for services previously processed
and reduced. Y ou are entitled to this refund because your provider did not tell you in
writing before providing the service (s) that Medicare would approve it at alower amount.
In the future, you will have to pay for the service as billed when it is reduced.--Issued to
beneficiary when provider failsto refund and overpayment action is taken against
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provider. Not a RA situation.

Medicare is paying this claim, this time only, because it appears that neither you nor the
provider knew that the service(s) would be denied. Future services of this type provided to
you will be your responsibility.--M 17

DEDUCTIBLE / COINSURANCE

Print the following messages in the Notes Section as appropriate.

37.1-

37.2 -

37.3-

37.4 -

37.5-

37.6 -

37.7 -

37.8 -

This approved amount has been applied toward your deductible. (NOTE: Mandated
message - This message should print on each service line with the total approved amount
applied to the deductible.)--Would be shown with a deductible amount on the RA that
equaled the allowed amount and a 0 payment for the service.

(%) of this approved amount has been applied toward your deductible. (NOTE: Mandated
message - This message should print on each service line with a portion of the approved
amount applied to the deductible.)--The RA would show the amount of the deductible
used to calculate the payment.

() was applied to your inpatient deductible. (NOTE: Mandated message - This message
should print on al Part A lineitemswith al, or a portion of the approved amount applied
to the inpatient deductible.)--Same as 37.2 response.

() was applied to your inpatient coinsurance.--Would be reflected with an amount entry
in the coinsurance field or as PR 2 on an RA.

( ) wasapplied to your skilled nursing facility coinsurance.--RA does not differentiate
between types of coinsurance, would be handled the same as with 37.4

() wasapplied to your blood deductible.--PR 66

Part B cash deductible does not apply to these services.--Would be reflected by the lack
of a deductible change on the RA.

Coinsurance amount includes outpatient mental health treatment limitation.--PR 122
(psychiatric reduction) is reported separately from the 20% coinsurance on an RA asthe
psychiatric reduction is not technically aform of coinsurance.

Print the following messages in the * Deductible Information Section’ as appropriate. Print a
message for each different type of deductible situation displayed on the MSN. Do not print more
than one type of deductible message for each year represented on the MSN (e.g., do not print
both 37.9 and 37.11 on the same MSN.)



37.9-

37.10-

37.11-

37.12-

37.13-

37.14-

38.1-

38.2 -

38.3 -

411

41.2

41.3

414

415

Y ou have now met ( $) of your ($) Part B deductible for (year ).--Thistotal not
provided on RA.

Y ou have now met ( $) of your ( $) Part A deductible for this benefit period.--This total is
not reported on aRA.

Y ou have met the Part B deductible for (year).--Would be reflected on RA by lack of
reduction in payment for a Part B deductible.

Y ou have met the Part A deductible for this benefit period.--Aswith 37.11
Y ou have met the blood deductible for (year).--Aswith 37.11

Y ou have met () pint(s) of your blood deductible for (year).--This total not provided on
RA

GENERAL INFORMATION SECTION

If you think Medicare was billed for something you did not receive, please call our
Fraud Hotline, (phone number of Fraud Hotline).--Not sent on RA

If you were offered free items or services but Medicare was billed, please call our
Fraud Hotline, (phone number of Fraud Hotline)--Not sent on RA

If you change your address, please contact (contractor name) by calling (contractor
phone) and the Socia Security Administration by calling 1-800-772-1213.--Not sent on
RA

HOME HEALTH MESSAGES (Section 41)

Medicare will only pay for this service when it is provided in addition to other services.--
PR 107

This service must be performed by a nurse with the required psychiatric nurse credentials.
--CO B6

The medical information did not support the need for continued services.--CO 57
Thisitem is not considered by Medicare to be appropriate for home use.--CO 58

Medicare does not pay for comfort or convenience items.--PR 46



41.6

41.7

41.8

41.9

41.10

41.11

41.12

41.13

41.14

41.15

41.16

9.3-

9.7 -

15.16 -
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Thisitem was not furnished under a plan of care established by your physician--PR
D14

Thisitem is not considered by Medicare to be a prosthetic and/or orthotic device.--
CO 46

Based on the information provided, your iliness or injury did not prevent you from
leaving your home unaided.--PR 58

Services exceeded those ordered by your physician.--CO 57

Patients eligible to receive home health benefits from another government agency are not
eligible to receive Medicare benefits for the same service.--OA 22

Doctors orders were incomplete.--CO B17

The Provider has billed in error for items/services according to the medical record.--
COB12

The Provider has billed for services/items not documented in your record.--CO B12

This service/item was billed incorrectly.--Would be reflected on an RA as a post
adjudication adjustment

The information shows that you can do your own personal care.--PR 50

To receive Medicare payment, you must have a signed doctor’s order before you
receive the services.--CO B17

“Add-on” Messages - Section 39

Please ask your provider to submit a new complete claim to us. (NOTE: Add-on to other
messages as appropriate.)--MA 130

We have asked your provider to resubmit the claim with the missing or correct
information. (NOTE: Add-on to other messages as appropriate.)--MA 130

Your claim was reviewed by our Medicare staff. (NOTE: Add-on to other messages as
appropriate.)--Result of the review but not the fact of the review would be reported on an
RA.
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15.17 - We have approved this service at areduced level. (NOTE: Add-on to other messages
as appropriate.)--Would be conveyed by a payment amount of |ess than the billed amount
on an RA, not by an explicit message. The reason for the reduction would be shown with
the appropriate claim adjustment reason code.

16.34- Y ou should not be billed for this item or service. Y ou do not have to pay this amount.
(Add-on to other messages, or use individually as appropriate.)--Would be reflected by
use of the CO group code on an RA.

16.35- Y ou do not have to pay this amount. (NOTE: Add-on to other messages as
appropriate.)--CO group code with the claim adjustment reason code and amount

16.36- If you have already paid it, you are entitled to arefund from this provider. (NOTE:
Add-on to other messages as appropriate.)--M26 or MA72, depending on whether aline
level or claim level message is needed

16.37 -Please see the back of this notice. (NOTE: Add-on to other messages as you feel
appropriate.)--Does not apply to aRA

16.45 -Y ou cannot be billed separately for thisitem or service. You do not have to pay this
amount.--CO group code on RA

25.2 - You can be billed only 20 percent of the charges that would have been approved.
(NOTE: Add-on to 25.1 for assigned claims.)--PR group code with the coinsurance entry
(reason code 2 or entry in dedicated coinsurance column on paper RA)

29.26 -The primary payer is____ . (NOTE: Add-on to messages as appropriate and/or as your
system permits.)--Not reported in any pre-4010 X12.835 version or any NSF/RA version..
Would only be reported on a RA where a crossover agreement applied with the primary

payer.

29.31 Resubmit this claim with the missing or correct information.--MA130

35.7 - Please do not submit this notice to them. (add-on to other messages as appropriate)--This
message would not be used on aRA.

Mandated M essages - Section 40

14.7 - Thisserviceispaid at 100% of the Medicare approved amount. (NOTE: Mandated
message - This message must appear on al service lines paid at 100% of the Medicare
approved amount.)--Would be reflected on RA by payment amount which equals the
shown alowed amount, not by a separate message
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16.11 -Payment was reduced for late filing. Y ou cannot be billed for the reduction. (NOTE
: Mandated message - This message must print on all service lines subject to the 10%
reduction.)--Since a late filing reduction is applied to a provider rather than a beneficiary,
alate filing reduction is reported as a provider level adjustment on aRA withalLF
adjustment code.

16.12 -Outpatient mental health services are paid at 50 percent of the approved charges. (NOTE:
Mandated message - This message must print on al service lines subject to the outpatient
psychiatric reduction.)--PR122

16.33 -Y our payment includes interest because Medicare exceeded processing time limits.(NOTE:
Mandated message - This message must print claim level if interest is added into the
beneficiary payment amount for unassigned or split pay claims.) .--Interest paid to a
beneficiary would not be reported on the RA sent to the provider. Interest paid a provider
would be reported on a RA with an IN (interest) adjustment reason code at the provider
level.

20.4 - () of the Benefit Days Used were charged to your Lifetime Reserve Day benefit.
(NOTE: Mandated message - This message must be printed claim level when all or a
portion of the Benefit Days Used are charged to the Lifetime Reserve Day benefit.)--
Would be shown with aLA qualifier in the QTY segment of a RA

22.1 - Your clam was separated for processing. The remaining services may appear on a
separate notice. (NOTE: Mandated message - This message must print claim level on al
split claims, including the original and replicate clam.)--MA15

29.14 - Medicare’ s secondary payment is( $). Thisis the difference between the primary
insurer’s approved amount of _(($) and the primary insurer’s paid amount of ($).
(NOTE: Mandated message - This message should print claim level when a Medicare
secondary payment is made and the primary insurer’ s approved amount is higher than
Medicare' s approved amount. Do not print when the claim paid amount is the amount
Medicare would pay if services were not covered by athird party insurer.)--The fact that a
Medicare payment is secondary is reflected by reference to the primary’ s payment with
group OA and claim adjustment reason code 71 on a RA.

29.15 - Medicare's secondary payment is ($). Thisisthe difference between Medicare's
approved amount of ( $) and the primary insurer’spaid amount of ($). (NOTE:
Mandated message - This message should print claim level when a Medicare secondary
payment is made and Medicare s approved amount is higher than the primary insurer’s
approved amount. Do not print when the claim paid amount is equal to the amount
Medicare would pay if services were not covered by athird party payer.)--Same as 29.14
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29.16 -Y our primary insurer approved and paid (($) on this claim. Therefore, no secondary
payment will be made by Medicare. (NOTE: Mandated message - This message should
print claim or service level when the primary insurer’s approved amount is higher than
Medicare s approved amount and the primary payment is equal to the approved amount.
Do not print on denied service lines.)--Would be shown on RA with OA71 entry and O
Medicare payment.

29.17 -Y our provider agreed to accept ($) as payment in full on this claim. Y our primary
insurer has aready paid ($) so Medicare' s payment is the difference between the two
amounts. (NOTE: Mandated message - This message should print claim level when the
provider is obligated to accept less than the Medicare approved amount.)--If the provider
has agreed to accept alower than normal amount, that lower rate would be shown as the
allowed amount on the provider’s RA. The Medicare payment column/data el ement
would shown the difference between this allowed amount and the OA71 entry.

29.18 -The amount listed in the * You May Be Billed’ column assumes that your primary insurer
paid the provider. If your primary insurer paid you, then you are responsible to pay the
provider the amount your primary insurer paid to you plus the amount in the ‘Y ou May Be
Billed' column. (NOTE: Mandated message - This message should print on all assigned
MSP service lines when Medicare secondary payment was made. Print message on
assigned service lines for full recoveries. Do not print on denied service lines.)--If
Medicare is notified of the amount of a primary insurer’s payment, the amount of that
payment that affects the calculation of what is due from Medicare would be reported on
the RA. The group code would designate the amount(s) for which the provider could, or
could not, bill the beneficiary. The electronic and carrier paper RA would also show the
total due from the patient for al servicesin the CLPO5 data element.

29.19 -The amount listed in the * You May Be Billed’ column assumes that your primary insurer
paid you. If your primary insurer paid the provider, then you only need to pay the provider
the difference between the amount charged and the amount the primary insurer paid.
(NOTE: Mandated message - This message should print on all unassigned M SP service
lines when Medicare secondary payment was made. Print message on unassigned service
lines for full recoveries. Do not print on denied service lines. Do not print when conditions
in 29.20 or 29.22 are met.)--Same as 29.18

29.20 -The amount listed in the ‘Y ou May Be Billed’ column assumes that your primary insurer
paid you. If your primary insurer paid the provider, then you only need to pay the provider
the difference between the amount the provider agreed to accept and the amount the
primary insurer paid. (NOTE: This message should print on al unassigned MSP service
lines when the provider is obligated to accept less than the Medicare approved amount.
Do not print on denied service lines.)--Same as 29.18
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29.21 -The amount listed in the ‘Y ou May Be Billed’ column assumes that your primary insurer
made no payment for this service. If your primary insurer did make payment for this
service, the amount you may be billed is the difference between the amount charged and
the primary insurer’s payment. (NOTE: Mandated message - This message should print on
all Medicare disallowed services for which the beneficiary isliable and the service has been
submitted on a claim indicating there has been a primary insurer payment made.)--See
29.18 RA response. There may also be a need to use the MA11 remark code if payment is
made on a conditional basis as a future payment may be issued by another payer.

29.22 -The amount listed in the *You May Be Billed’ column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount the provider can legally charge and the
amount the primary insurer paid. See note () for the legal charge limit. (NOTE: This
message should print on al unassigned M SP service lines when a Medicare secondary
payment is made and the provider has exceeded the limiting charge.)--See 29.18
information for patient billing information. An excess limiting charge amount that could
be billed to a beneficiary would be shown with CO45 and the excess amount.

30.3 - Your doctor did not accept assignment for this service. Under Federal law, your doctor
cannot charge morethan (_$ ). If you have already paid more than this amount, you are
entitled to arefund from the provider. (NOTE: This message should print on all assigned
service lines for which the billed amount exceeds the Medicare limiting charge. Do not
print when the amount the limiting charge is exceeded is less than any threshold
established by HCFA.)--MA77 or MA78 as applicable

34.3 - After applying Medicare guidelines and the amount you paid to the provider at the
time the services were rendered, our records indicate you are entitled to a refund Please
contact your provider. (NOTE: Mandated message: This message should print on assigned
claims with a split payment to the beneficiary under $1.00)--MA78

31.11 -The previous notice we sent stated that your doctor could not charge more than ( $). This
additional payment allows your doctor to bill you the full amount charged. (NOTE:
Mandated message - This message should print claim level, as appropriate, when limiting
charge applies.)--This would be shown as a correction/reversal action on a RA, with the
amount for which the patient is liable reported with the PR group and the applicable
reason code.

31.12 -The previous notice we sent stated the amount you could be charged for this service. This
additional payment changed that amount. Y our doctor cannot charge you more than ($).
(NOTE: Mandated message - This message should print claim level, as appropriate, when
limiting charge applies.)--Same as 31.11



31.13 -

32.1-

34.3 -

34.8 -
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The Medicare paid amount has been reduced by ( $) previoudy paid for this claim.
(NOTE: Mandated message - This messages should printed claim level on all adjustments
for which a partial payment was previously made.)--Would be shown asa
correction/reversal action on a RA, with the amount of the previous payment reported
with OA B13 and the amount of the prior payment.

(%) dollars of this payment has been withheld to recover a previous overpayment. (NOTE:
Mandated message - This message should print claim level when the beneficiary check
amount is reduced to recover a previous overpayment. Fill in the blank with the amount
withheld on the claim at issue.)--Would be shown on RA only if the money is being
withheld for an overpayment to the provider. Provider level adjustment code OR,
overpayment recovery, would be used by an intermediary, or OF, offset, would be used by
acarrier.

Of thetotal ($) paid on this claim, we are paying you ( $) because you paid your
provider more than your 20 percent co-insurance on Medicare approved services. The
remaining ( $) was paid to the provider. (NOTE: Mandated message - This message
should print claim level on al assigned split pay claims.)--The amount paid to the
beneficiary would be reported on a RA with CO100. The amount being withheld from the
provider to recoup the overpayment by the beneficiary would be reported by a carrier with
an OR provider level recovery adjustment on the RA.

The amount in the *You May Be Billed” column has been reduced by the amount you paid
the provider at the time the services were rendered. (NOTE: Mandated message - This
message should print claim level on al assigned claims with a beneficiary paid amount that
does not exceed co-insurance and deductible and for al unassigned claims submitted with
a beneficiary paid amount.)--On a carrier RA, the patient responsibility field on a paper
RA or the CLPO5/NSF500-23 field on an ERA should be adjusted to show the net of the
full patient liability less the amount already paid by the patient. Thisisaso in CLPO5 of
the intermediary ERA but is not reported on the intermediary paper RA.

After applying Medicare guidelines and the amount you paid to the provider at the time
the services were rendered, our records indicate you are entitled to arefund. Please
contact your provider. (NOTE: Mandated message: This message should print claim level
on assigned claims with a split payment to the beneficiary under $1.00)--MA78

The amount you paid the provider for this claim was more than the required payment.
Y ou should be receiving arefund of $.XX from your provider, which is the difference
between what you paid and what you should have paid. (NOTE: Mandated message:
This message should print claim level on assigned claims with a split payment to the
beneficiary under $1.00)--MA78
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37.1- Thisapproved amount has been applied toward your deductible. (NOTE: Mandated
message - This message should print on each service line with the total approved amount
applied to the deductible.)--Would be shown with a deductible amount on the RA that
equaled the allowed amount and a 0 payment for the service.

37.2 - A portion of this approved amount has been applied toward your deductible. (NOTE:
Mandated message - This messages should print on each service line with a portion of the
approved amount applied to the deductible.)--The RA would show the amount of the
deductible used to calculate the payment.

37.3- () wasapplied to your inpatient deductible. (NOTE: Mandated message - This message

should print on al Part A line items with all, or a portion of the approved amount applied
to the inpatient deductible.)--Same as 37.2

Print the following messages in the * Deductible Information Section’ of the MSN as appropriate.

Print all messages that apply. There must be at |east one message printed in the Deductible

Section for al MSNs.--The following messages do not apply to RAs.

37.9- Youhave now met ($) of your ($) Part B deductible for (year).

37.10 -Y ou have now met ( $) of your ($) Part A deductible for this benefit period.

37.11 -Y ou have met the Part B deductible for (year).

37.12 -Y ou have met the Part A deductible for this benefit period.

37.13 -Y ou have met the blood deductible for (year).

37.14 -Y ou have met ( ) pints of your blood deductible.

Demonstration Project

60.1 In partnership with physiciansin your area, is participating in aMedicare
demonstration project that uses a simplified payment method to combine al hospital and
physician care related to your hospital service.--MA80

60.2 Thetotal Medicare approved amount for your hospital serviceis . Isthe Part A
M edicare amount for hospital services and is the Part B Medicare amount for
physician services (of which Medicare pays 80%). Y ou are responsible for any deductible
and coinsurance amounts represented.--The total amount of the hospital payment would

be reported in CLPO4 on an ERA. MAS80 must be sent with the RA data sent the
physician and the D99 reason code used to reflect an adjustment to the pre-demonstration



60.3

60.4
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rate as result of the demonstration.
Medicare has paid for hospital and physician services. Your Part A deductibleis

. Your Part A coinsuranceis . Your Part B coinsurance is
--On aRA, use claim adjustment reason code D98 to report the Part B

coinsurance, reason code 1 for the hospital deductible and reason code 2 for hospital

coinsurance due from a patient. The amount paid by Medicare must be entered in CLPO4.

This claim is being processed under a demonstration project.--On aRA, this message
would vary according to the type of demonstration and the effect of the demonstration on
the payment. See the RA instruction issued with that particular demonstration.
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Attachment 2
STANDARD CLAIM ADJUSTMENT (CAS) REASON CODES (6/98)

Any reference to procedures or services in the C ai mAdjustnment Reason Codes
apply equally to products, drugs, supplies or equipnent. References to
prescriptions also include certificates of nedical necessity (CWNs). An “*”
after a code val ue denotes that the code value is inactive as of rel ease of
version 3040 of the 835. An “~” after a code val ue denotes that the code
value is inactive as of rel ease of version 3050 of the 835. An “‘” after a
code val ue denotes that the code value is inactive as of rel ease of version
4010 of the 835. Codes with these synbols may not be used in post 3040, 3050
and/ or 4010 versions of the 835 or versions of the NSF 2.0 or |ater

This list supersedes earlier CAS reason code lists. The indicated wordi ng may
not be nodified wthout approval of the X12 C ai m Reason and Status Code Task
Group. These codes were devel oped for use by all U S. health payers. As
result, they are generic, and there are a nunber of codes that do not apply to
Medi care. These are the only CAS reason codes approved for use in Medicare
835, National Standard Format (NSF) and standard Medi care paper remttance
advi ce transactions.

These reason codes report the reasons for any claimfinancial adjustnents,
such as denials, reductions or increases in payment. CAS reason codes nmay be
used at the service or claimlevel, as appropriate. At |east one CAS reason
code must be used per claim Code 93, claimpaid in full, nust be used at the
claimlevel when there have not been any adjustnments. Miltiple CAS reason
codes may be entered for each service or claimas warranted.

Early in the history of CAS reason codes, sone codes, such as 69-83 were

i mpl enented for informational rather than adjustnment purposes. However, these
codes and their anmpbunts interfered with bal ancing of the rem ttance data.
Approval of new codes is nowlimted to those that involve an adjustnent from
the amount bill ed.

There are basic criteria that the X12 C aims Adjustnment and Status Task G oup
consi ders when eval uating requests for new codes:

1. Can the information be conveyed by the use or nodification of an
exi sting CAS reason code?

2. Is the information avail able el sewhere in the 835?

3. WII the addition of the new CAS reason code nake any significant
difference in the action taken by the provider who receives the
message?

Requests for CAS reason code changes must satisfy these questions prior to
appr oval



CAS

Val ue

A WNPE

al

18
19

20
21

22
23
24
25
26
27
28'
30

31
32

33
34

36 *
37 *

39
40

41 *
42

Message

Deducti bl e Anopunt

Coi nsur ance Anmount

Co- Paynment Amount

The procedure code is inconsistent with the nodifier used or a
required nodifier is nissing.

The procedure code/bill type is inconsistent with the place of

servi ce.

The procedure code is inconsistent with the patient’s age.

The procedure code is inconsistent with the patient’s sex.

The procedure code is inconsistent with the provider type.

The diagnosis is inconsistent with the patient’s age.

The diagnosis is inconsistent with the patient’s sex.

The diagnosis is inconsistent with the procedure.

The diagnosis is inconsistent with the provider type.

The date of death precedes the date of service.

The date of birth follows the date of service.

Cl ai m service deni ed because the submitted authorization nunber is
m ssing or invalid, or does not apply to the billed services.
Claimservice |lacks informati on which is needed for adjudication

Cl ai m servi ce deni ed because requested i nformati on was not provided or
was i nsufficient/inconplete.

Duplicate clainm service.

Cl ai m deni ed because this is a work-related injury and thus the
liability of the Wrker’'s Conpensation carrier

Cl ai m deni ed because this injury is covered by the liability carrier
Cl ai m deni ed because this injury is the liability of the no-fault
carrier.

Cl ai m deni ed because this care may be covered by another payer per
coordi nati on of benefits.

Cl ai m deni ed/ reduced because charges have been paid by anot her payer
as part of coordination of benefits.

Payment for charges denied. Charges are covered under a capitation
agreement .

Charges denied. Your stop |oss deductible has not been net.
Expenses incurred prior to coverage.

Expenses incurred after coverage term nated.

Coverage not in effect at the time service was provided.

The tinme Iimt for filing has expired.

Benefits are not available for these services until the patient has
met the required waiting or residency period.

Cl aim deni ed as patient cannot be identified as our insured.

Qur records indicate that this dependent is not an eligible dependent
as defined.

Claimdenied. Insured has no dependent coverage.

Claimdenied. Insured has no coverage for newborns.

Benefit maxi num has been reached.

Bal ance does not exceed co-paynment anount.

Bal ance does not exceed deducti bl e.

Services not provided or authorized by designated (network) providers.
Services denied at the tine authorization/precertificati on was
request ed.

Charges do not neet qualifications for emergency/urgent care.

Di scount agreed to in Preferred Provider contract.

Charges exceed our fee schedul e or nmaxi mum al |l owabl e anount .



45

CAS

Code

Val ue Message

43 Gramm Rudman reducti on.

44 Pr onpt - pay di scount.

45 Charges exceed your contracted/| egi sl ated fee arrangenent.

46 This (these) service(s) is (are) not covered.

47 This (these) diagnosis (es) are not covered.

48 This (these) procedure(s) is (are) not covered.

49 These are non-covered services because this is a routi ne exam or
screening procedure done in conjunction with a routine exam

50 These are non-covered services because this is not deened a “nedi ca
necessity” by the payer.

51 These are non-covered services because this is a pre-existing
condi ti on.

52 The referring/ prescribing provider is not eligible to
refer/prescribe/order the service billed.

53 Services by an imediate relative or a menber of the sanme househol d
are not covered.

54 Mul ti pl e physicians/assistants are not covered in this case.

55 Cl ai m servi ce deni ed because procedure/treatnent is deemed
experimental /investigational by the payer.

56 Cl ai m servi ce deni ed because procedure/treatnment has not been deemed
“proven to be effective” by the payer.

57 Cl ai m servi ce deni ed/ reduced because the payer deens the information
submi tted does not support this |level of service, this many services,
this length of service, or this dosage.

58 Cl ai m servi ce deni ed/ reduced because treatment was deened by the payer
to have been rendered in an inappropriate or invalid place of service.

59 Charges are reduced based on multiple surgery rules or concurrent
anest hesi a rul es.

60 Charges for outpatient services with this proximty to inpatient
services are not covered.

61 Charges reduced as penalty for failure to obtain second surgica
opi ni on.

62 Penalty taken for absence of or exceeded pre-certification
aut hori zati on.

63 * Correction to a prior claim

64 * Deni al reversed per Medical Review.

65 * Procedure code was incorrect. This paynent reflects the correct code.

66 Bl ood deducti bl e.

67 * Lifetime reserve days. (Handled in QTY, QTY01=LA)
68 * DRG wei ght. (Handled in CLP12)

69 Day outlier anount.
70 Cost outlier anount.
71 Primary payer anount.

72 * Coi nsurance day. (Handled in QTY, QTY01=CD)
73 ~ Admi ni strative days.

74 I ndi rect medi cal education adjustnent.

75 Direct nedical education adjustnent.

76 Di sproportionate share adjustnent.

77 * Covered days. (Handled in QTY, QTY01l=CA)
78 Non- cover ed days/ Room charge adj ustnment.
79 ~ Cost report days. (Handled in M Al5)

80 ~ Qutlier days. (Handled in QTY, QTrYol=0QU)
81 * Di schar ges.

82 * Pl P days.

83 * Total visits.

84 ~ Capital adjustment. (Handled in MA)



109

110
111
112

113

114
115
116

117

118
119
120
121
122
123
124
125
126
127
128
129
130
131
132
133

46

Message

I nterest anount.

Statutory adjustnent.

Transfer anount.

Adj ust ment anount represents coll ection agai nst receivable created in
prior overpayment.

Pr of essi onal fees renoved from charges.

I ngredi ent cost adj ustnent.

Di spensi ng fee adj ustnent.

Claimpaid in full

No claimlevel adjustnents.

Processed in excess of charges.

Benefits reduced. Plan procedures not foll owed.

Non- cover ed char ges.

Payment is included in the all owance for the basic service/procedure.
The hospital rmust file the Medicare claimfor this inpatient non-
physi ci an servi ce.

Medi care Secondary Payer adjustnent anount.

Payment made to patient/insured/responsible party.

Predet ermi nati on, anticipated paynent upon conpl eti on of services.
Maj or Medi cal Adj ustnent.

Provi der pronotional discount (i.e. Senior citizen discount)

Managed care wi t hhol di ng.

Tax wi t hhol di ng.

Pati ent payment option/election not in effect.

Cl ai m service denied because the related or qualifying clainfservice
was not paid or identified on the claim

Cl ai m servi ce deni ed/ reduced because rent/purchase guidelines were not
net .

Claimnot covered by this payer/contractor. You nust send the claim
to the correct payer/contractor

Billing date predates service date.

Not covered unl ess the provi der accepts assignment.

Cl ai m servi ce deni ed/reduced as not furnished directly to the patient
and/ or not docunent ed.

Cl ai m deni ed because service/procedure was provi ded outside of the
United States or as result of war.

Procedur e/ product not approved by the Food and Drug Adm nistration.
Cl ai m servi ce deni ed/ reduced as procedure postponed or cancel ed.

Cl ai m service denied. The advance indemification notice signed by
the patient did not conply with requirenents.

Cl ai m servi ce deni ed/ reduced because transportation is only covered to
the closest facility that can provide the necessary care.

Charges reduced for ESRD network support.

Benefit maximum for this time period has been reached.

Patient is covered by a managed care plan.

I ndemmi fi cati on adj ustnent.

Psychiatric reduction.

Payor refund anount due to overpaynent.

Payor refund anpunt--not our patient.

Cl ai m servi ce deni ed/reduced due to a submi ssion/billing error(s).
Deduct i bl e-- Maj or Medi cal .

Coi nsurance- - Maj or Medi cal .

Newborn’s services are covered in the nother’s all owance.

Cl ai m deni ed--prior processing information appears incorrect.

Paper cl ai m subm ssion fee.

Cl ai m speci fic negotiated di scount.

Prearranged denonstration project adjustnent.

This service is suspended pending further review



CAS
Code
Val ue

A0
Al

A3
Ad
A5

A7
A8

Bl
B2 *
*

B4
B5

B6

B7
B8
B9
B10
Bl1l

B12
B13

B14
B15
B16

B17

B18
B19'
B20
B21 *

B22
B23

a7

Message

Pati ent refund anount.

Cl ai m deni ed charges.

Contractual adjustment.

Medi care Secondary Payer liability met.

Medi care cl aim PPS day capital outlier anount.

Medi care cl aim PPS cost capital outlier anopunt.

Prior hospitalization or 30-day transfer requirenment not net.
Presunptive paynment adjustnent.

Cl ai m deni ed. Ungr oupabl e DRG

Non- covered visits.

Covered visits.

Covered charges.

Late filing penalty.

Cl ai m servi ce deni ed/ reduced because coverage gui delines were not mnet
or were exceeded.

This service/procedure is deni ed/reduced when perfornmed/billed by this
type of provider, by this type of provider in this type of facility,
or by a provider of this specialty.

This provider was not certified for this procedure/service on this
date of service

Cl ai m service not covered/reduced because alternative services were
avai |l abl e, and shoul d have been utilized.

Services are not covered because the patient is enrolled in a hospice.
Al'l oned amount has been reduced because a conmponent of the basic
procedure/test was paid. The beneficiary is not liable for nore than
the charge limt for the basic procedure/test.

The cl ai mservice has been transferred to the proper payer/processor
for processing. Claimservice not covered by this payer/processor
Servi ces not docunented in patient’s nmedical records.

Previously paid. Paynent for this clainlservice my have been
provided in a previous paynent.

Cl ai m servi ce deni ed because only one visit or consultation per
physi ci an per day is covered.

Cl ai m servi ce denied/ reduced because this procedure/service is not
pai d separately.

Cl ai m servi ce deni ed/ reduced because “New Patient” qualifications were
not met.

Cl ai m servi ce deni ed because this service was not prescribed by a
physi ci an, not prescribed prior to delivery, the prescription is

i nconpl ete, or the prescription is not current.

Cl ai m servi ce deni ed because this procedure code/ nodifier was invalid
on the date of service or claimsubm ssion.

Cl ai m servi ce deni ed/ reduced because of the finding of a Review
Organi zati on.

Char ges deni ed/ reduced because procedure/service was partially or
fully furni shed by anot her provider.

The charges were reduced because the service/care was partially

furni shed by anot her physi ci an.

This clainlservice is denied/reduced based on the diagnosis.

Cl ai m service deni ed because this provider has failed an aspect of a
proficiency testing program



CAS
Code
Val ue

D1’
D2l
D3l

D10’

D11’
D12’

D13’

D14
D15

48

Message

Claimservice denied. Level of subluxation is missing or inadequate.
Claimlacks the name, strength or dosage of the drug furnished.

Cl ai m servi ce denied because information to indicate if the patient
owns the equi pment that requires the part or supply was m ssing.

Cl ai m service does not indicate the period of time for which this wll
be needed.

Clai m service denied. Cl aimlacks individual |ab codes included in
the test.

Claimservice denied. Claimdid not include patient’s nedical record
for the service.

Claimservice denied. Claimlacks date of patient’s nost recent
physician visit.

Claimservice denied. Claimlacks indicator that “X-ray is avail able
for review”

Claimservice denied. Claimlacks invoice or statenent certifying the
actual cost of the lens, less discounts, or the type of intraocul ar

| ens used.

Cl ai m service denied. Conpleted physician financial relationship form
not on file.

Claim |l acks conpl eted pacemaker registration form

Claimservice denied. C aimdoes not identify who perforned the
purchased di agnostic test or the anpbunt you were charged for the test.
Claimservice denied. Performed by a facility/supplier in which the
ordering/referring physician has a financial interest.

Claimlacks indication that the plan of treatment is on file.
Claimlacks indication that service was supervised or evaluated by a
physi ci an.

For denpnstration program use only:

D97

D98

Physici an al ready paid for services in conjunction with this
denonstration claim You must have the physician withdraw that claim
and refund the payment before we can process your claim

Part B coinsurance. (Part B Center of Excellence Denonstration)

Adj ustnent to the pre-denonstration rate.
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ATTACHMENT 3

MEDICARE LINE LEVEL REMARK CODES

Remark codes must be used to relay service-specific Medicare informational messages that cannot be expressed with a
reason code. Medicare remark codes are maintained by HCFA. Aswith the CAS reason codes, Medicare contractors
are also prohibited from use of local remark codes.

Remark codes and messages must be used whenever they apply. Although contractors may use their discretion to
determine when certain remark codes apply, they do not have discretion as to whether to use an applicable remark code
in aremittance notice. A limitation of liability message (M25-M27) must be used where applicable. An unlimited
number of Medicare linelevel remark codes may be entered as warranted in an X12 835 RA; thereisalimit of 5line
level remark code entriesin aNSF RA and on a standard paper remittance notice.

Line Level Remark Codes

Code Description

Vaue

M1 X-ray not taken within the past 12 months or near enough to the start of treatment.

M2 Not paid separately when the patient is an inpatient.

M3 Equipment is the same or similar to equipment already being used.

M4 Thisisthelast monthly installment payment for this durable medical equipment.

M5 Monthly rental payments can continue until the earlier of the 15th month from the first rental month, or the
month when the equipment is no longer needed.

M6 Y ou must furnish and service thisitem for aslong as the patient continues to need it. We can pay for

mai ntenance and/or servicing for every 6 month period after the end of the 15th paid rental month or the end
of the warranty period.

M7 No rental payments after the item is purchased, or after the total of issued rental payments equals the
purchase price.

M8 We do not accept blood gas tests results when the test was conducted by amedical supplier or taken
while the patient is on oxygen.

M9 Thisisthetenth rental month. You must offer the patient the choice of changing the rental to a purchase
agreement.

M10 Equipment purchases are limited to the first or the tenth month of medical necessity.

M11 DME, orthotics and prosthetics must be billed to the DME carrier who services the beneficiary's zip code.

M12 Diagnostic tests performed by a physician must indicate whether purchased services areincluded on
the claim.

M13 No more than oneinitial visit may be covered per specialty per medical group. Visit may berebilled
with an established visit code.

M14 No separate payment for an injection administered during an office visit, and no payment for afull office visit
if the patient only received an injection.

M15 Separately billed services/tests have been bundled as they are considered components of the same
procedure. Separate payment is not allowed.

M16 Please see the letter or bulletin of (date) for further information. [Note: Contractor must enter the date of
the letter/bulletin.]

M17 Payment approved as you did not know, and could not reasonably have been expected to know, that this

would not normally have been covered for this patient. In the future, you will be liable for charges for the
same service(s) under the same or similar conditions.

M18 Certain services may be approved for home use. Neither a hospital nor a SNF is considered to be a patient's
home.

M19 Oxygen certification/recertification (HCFA-484) isincomplete or is required.

M20 HCPCS needed.

M21 Claim for services/items provided in a home must indicate the place of residence.

M22 Claim lacks the number of milestraveled.

M23 Invoice needed for the cost of the materia or contrast agent.

M24 Claim must indicate the number of doses per vial.

M25 Payment has been (denied for the/made only for aless extensive) service because the information furnished

does not substantiate the need for the (more extensive) service. If you believe the service should have been
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M26

M27

fully covered as billed, or if you did not know and could not reasonably have been expected to know that we
would not pay for this (more extensive) service, or if you notified the patient in writing in advance that we
would not pay for this (more extensive) service and he/she agreed in writing to pay, ask usto review your
claim within six months of receiving thisnotice. If you do not request review, we will, upon application
from the patient, reimburse him/her for the amount you have collected from him/her (for the/in excess of any
deductible and coinsurance amounts applicable to the less extensive) service. We will recover the
reimbursement from you as an overpayment.

Payment has been (denied for the/made only for aless extensive) service because the information

furnished does not substantiate the need for the (more extensive) service. If you have collected (any

amount from the patient/any amount that exceeds the limiting charge for the less extensive service),

the law requires you to refund that amount to the patient within 30 days of receiving this notice.

The law permits exceptions to the refund requirement in two cases:

o If you did not know, and could not have reasonably been expected to know, that we would not pay
for this service; or

o If you notified the patient in writing before providing the service that you believed that we were
likely to deny the service, and the patient signed a statement agreeing to pay for the service.

If you come within either exception, or if you believe the carrier was wrong in its determination that we do
not pay for this service, you should request review of this determination within 30 days of receiving this
notice. Your request for review should include any additional information necessary to support your
position.

If you request review within the 30-day period, you may delay refunding the amount to the patient until you
receive the results of the review. If the review decision is favorable to you, you do not need to make any
refund. 1f, however, the review is unfavorable, the law specifies that you must make the refund within 15
days of receiving the unfavorable review decision.

The law also permits you to request review at any time within six months of receiving thisnotice. A
review reguested after the 30-day period does not permit you to delay making the refund. Regardless of
when areview is requested, the patient will be notified that you have requested one, and will receive a copy
of the determination.

The patient has received a separate notice of this denial decision. The notice advisesthat he/she may be
entitled to arefund of any amounts paid, if you should have known that we would not pay and did not tell
him/her. It aso instructs the patient to contact your office if he/she does not hear anything about a refund
within 30 days.

The requirements for refund are in §1842(1) of the Socia Security Act and 42CFR411.408. The section
specifies that physicians who knowingly and willfully fail to make appropriate refunds may be subject to civil
monetary penalties and/or exclusion from the program.

Please contact this office if you have any questions about this notice.

The beneficiary has been relieved of liability of payment of these items and services under the limitation of
liability provision of thelaw. Y ou, the provider, are ultimately liable for the beneficiary's waived charges,
including any charges for coinsurance, since the items or services were not reasonable and necessary or
constituted custodial care, and you knew or could reasonably have been expected to know, that they were not
covered.

Y ou may appedl this determination provided that the beneficiary does not exercise his’her appeal rights. If
the beneficiary appealstheinitial determination, you are automatically made a party to the appeals
determination. If, however, the beneficiary or his’her representative has stated in writing that he/she does
not intend to request areconsideration, or the beneficiary's liability was entirely waived in theinitial
determination, you may initiate an appeal.

Y ou may ask for areconsideration for hospital insurance (or areview for medical insurance) regarding both
the coverage determination and the issue of whether you exercised due care. The request for reconsideration
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M28

M29
M30
M31
M32

M33

M34
M35
M36

M37
M38

M39

M40
M41
M42
M43

M44
M45
M46
M47
M48

M49
M50
M51

M52
M53
M54
M55

M56
M57
M58
M59
M60

M61
M62
M63
M64
M65

must be filed within 60 days (or 6 months for a medical insurance review) from the date of this notice. You
may make the request through any Social Security office or through this office.

This does not qudify for payment under Part B when Part A coverage is exhausted or not otherwise
available.

Claim lacks the operative report.

Claim lacks the pathology report.

Claim lacks the radiology report.

Thisisaconditional payment made pending a decision on this service by the patient's primary payer. This
payment may be subject to refund upon your receipt of any additional payment for this service from another
payer. You must contact this officeimmediately upon receipt of an additional payment for this service.
Claim lacks the UPIN of the ordering/referring or performing physician or practitioner, or the UPIN is
invalid. (Substitute NPl for UPIN when effective.)

Claim lacks the CLIA certification number.

Claim lacks pre-operative photos or visua field results.

Thisisthe 11th rental month. We cannot pay for this until you indicate that the beneficiary has been given
the option of changing the rental to a purchase.

Service not covered when the beneficiary is under age 35.

The patient isliable for the charges for this service as you informed the patient in writing before the service
was furnished that Medicare would not pay for it, and the patient agreed to pay.

The patient is not liable for payment for this service as the advance notice of noncoverage you provided the
patient did not comply with program requirements.

Claim must be assigned and must be filed by the practitioner's employer.

We do not pay for this as the patient has no legal obligation to pay for this.

The medical necessity form must be personally signed by the attending physician.

Payment for this service previoudly issued to you or another provider by another Medicare
carrier/intermediary.

Incomplete/invalid condition code.

Incomplete/invalid occurrence codes and dates.

Incomplete/invalid occurrence span code and dates.

Incomplete/invalid internal or document control number.

Medicare payment for services furnished to hospital inpatients (other than professional services of
physicians) can only be made to the hospital. 'Y ou must request payment from the hospital rather than the
patient for this service.

Incomplete/invalid value code(s) and/or amount(s).

Incomplete/invalid revenue code(s).

Incomplete/invalid, procedure code(s) and/or rates, including “not otherwise classified” or

“unlisted” procedure codes.

(Add to message for carriers only: Refer to the HCPCS Directory. If an appropriate procedure code(s) does
not exist, refer to Item 19 on the HCFA-1500 instructions.)

Incompletefinvalid “from” date(s) of service.

Did not complete or enter the appropriate number (one or more) of days or units(s) of service.

Did not complete or enter the correct total charges for services rendered.

Medicare does not pay for self-administered anti-emetic drugs that are not administered with a Medicare-
covered oral anti-cancer drug.

Incomplete/invalid payer identification.

Incomplete/invalid provider number. (Substitute NPI for provider number when effective.)

Please resubmit the claim with the missing/correct information so that it may be processed.
Incomplete/invalid “to” date(s) of service.

Rejected without appeal rights due to invalid CMN form or format. Resubmit with completed, OMB-
approved form or in an approved format.

We cannot pay for this as the approval period for the FDA clinical tria has expired.

Incompletef/invalid trestment authorization code.

Medicare does not pay for more than one of these on the same day.

Incomplete/invalid other diagnosis code.

Only one technical component or interpretation can be submitted per claim when a purchased diagnostic test
isindicated. Please submit a separate claim for each technical component code or interpretation code.
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M66

M67
M68
M69
M70

M71
M72
M73

M74
M75

M76
M77
M78
M79
M80

M81

M82
M83
M84
M85
M86
mM87
M88
M89
M90
M91
M92
M93

M94

M95

M96

M97

M98

M99
M100

M101

M102

M103

M104

M105

Our recordsindicate that you billed diagnostic tests subject to price limitations and the procedure code
submitted includes a professional component. Only the technical component is subject to price limitations.
Please submit the technical and professional components of this service as separate line items.
Incomplete/invalid other procedure code(s) and/or date(s).

Incomplete/invalid attending or referring physician identification.

Paid at the regular rate as you did not submit documentation to justify modifier 22.

NDC code submitted for this service was translated to a HCPCS code for Medicare processing, but please
continue to submit the NDC on future claims for thisitem.

Total payment reduced due to overlap of tests billed.

Did not enter full 8-digit date (MM/DD/CCYY).

The HPSA bonus can only be paid on the professional component of this service. Rebill as separate
professional and technical components. Use the HPSA modifier on the professional component only.

This service does not qualify for aHPSA bonus payment.

Allowed amount adjusted. Multiple automated multichannel tests performed on the same day combined for
payment.

Incomplete/invalid patient's diagnosis(es) and condition(s).

Incomplete/invalid place of service(s).

Did not complete or enter accurately an appropriate HCPCS modifier(s).

Did not complete or enter the appropriate charge for each listed service.

We cannot pay for this when performed during the same session as a previously processed service for the
beneficiary.

Patient’ s diagnosis code(s) is truncated, incorrect or missing; you arerequired to codeto the highest level
of specificity.

Serviceis not covered when beneficiary is under age 50.

Serviceis not covered unless the beneficiary is classified as at high risk.

Old and New HCPCS cannot be billed for the same date of service.

Subjected to review of physician evaluation and management services.

Service denied because payment already made for similar procedure within set time frame.
Claim/service(s) subjected to CFO-CAP prepayment review..

We cannot pay for laboratory tests unless billed by the laboratory that did the work.

Not covered more than once under age 40.

Not covered more than once in a 12 month period.

Lab procedures with different CLIA certification numbers must be billed on separate claims.

Services subjected to review under the Home Health Medical Review Initiative.

Information supplied supports a break in therapy. A new capped renta period began with delivery of this
equipment.

Information supplied does not support abreak in therapy. A new capped rental period will not begin.
Services subjected to Home Headlth I nitiative medical review/cost report audit.

The technical component of a service furnished to an inpatient may only be billed by that inpatient facility.
Y ou must contact the inpatient facility for technical component reimbursement. If not already billed, you
should bill usfor the professional component only.

Not paid to practitioner when provided to patient in this place of service. Payment included in the
reimbursement issued the facility.

Begin to report the Universal Product Number on claims for items of thistype. We will soon begin to deny
payment for items of thistype if billed without the correct UPN.

Incomplete/invalid/missing Universal Product Number.

We do not pay for an ora anti-emetic drug that is not administered for useimmediately before, at, or within
48 hours of administration of a covered chemotherapy drug.

Begin to report a G1-G5 modifier with thisHCPCS. We will soon begin to deny payment for this service if
billed without a G1-G5 modifier.

Service not performed on equipment approved by the FDA for this purpose.

Information supplied supports abreak in therapy. However, the medical information we have for this
beneficiary does not support the need for thisitem as billed. We have approved payment for thisitem at a
reduced level, and a new capped rental period will begin with the delivery of this equipment.

Information supplied supports a break in therapy. A new capped rental period will begin with delivery of the
equipment. Thisisthe maximum approved under the Medicare fee schedule for thisitem or service.
Information supplied does not support abreak in therapy. The medical information we have for this
beneficiary does not support the need for thisitem as billed. We have approved payment for thisitem at a
reduced level, and a new capped renta period will not begin.
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M106

M107
M108

M109

M110
M111

Information supplied does not support a break in therapy. A new capped rental period will not begin. This
is the maximum approved under the Medicare fee schedule for thisitem or service.

Payment reduced as 90-day rolling average hematocrit for ESRD patient exceeded 36.5%.

Must report the PIN of the physician who interpreted the diagnostic test. (Substitute NPI for PIN when
effective.)
We have provided you with a bundled payment for ateleconsultation. Y ou must send 25 percent of the
teleconsultation payment to the referring physician.

Missing/invalid provider number for the provider from whom you purchased interpretation services.

and following. Reserved for future use.
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MEDICARE CLAIM LEVEL REMARKS CODES

A maximum of 5 of these claim level Medicare Inpatient Adjudication (MIA) and 5 of these claim level Medicare
Outpatient Adjudication (MOA) remarks codes may be used per claim. See the Medicare 835 Implementation Guides.
Insert these codes in the space for semantics 5 or 20-23 of the MIA segment or semantics 3-7 of the MOA segment as
applicable. These semanticswere previously reserved for local message codes. Previoudly established MIA/MOA
semantic codes [MIAOQ1, 03-04, 06-19 and 24, and MOA01-02 and 08-09] are not impacted by thisinstruction and must
continue to be used as indicated in the Medicare Part A 835 Implementation Guide. MI1AQ1, 03-04, 06-19 and 24, and
MOAO01-02 and 08-09 as listed in the Part A 835 Implementation Guide do not apply to the NSF, but individual
Medicare MIA/MOA remarks codes listed in this document must aso be used in the NSF and the standard paper
remittance notice. See NSF and standard paper remittance notice specifications for use of Medicare MIA/MOA remarks
codes in NSF and paper RAs.

Medicare MIA/MOA remarks codes are used to convey appeal information and other claim-specific information that
does not involve afinancia adjustment. As with the 835/NSF reason and Medicare line level remarks codes, Medicare
contractors are a so prohibited from use of local MIA/MOA codes.

An appropriate appeal, limitation of liability or other message must be used whenever applicable. Although contractors
have discretion to determine when certain remarks codes and messages apply, they do not have discretion as to whether
to use applicable codes and messages.

Code Description
Vaue

MAO1 (Initial Part B determination, carrier or intermediary)--1f you do not agree with what we approved for these
services, you may appeal our decision. To make sure that we are fair to you, we require another individual
that did not process your initial claim to conduct the review. However, in order to be eligible for areview,
you must write to us within 6 months of the date of this notice, unless you have a good reason for being late.

(Note: An Intermediary must add: An institutional provider, e.g., hospital, SNF, HHA may appeal only if
the claim involves amedical necessity denial, a SNF recertified bed denial, or a home health denial because
the patient was not homebound or was not in need of intermittent skilled nursing services, and either the
patient or the provider isliable under 81879 of the Social Security Act, and the patient chooses not to

appeal.)

(NOTE: Carriers who issue telephone review decisions should add: 1f you meet the criteria for atelephone
review, you should phone this office if you wish to request a telephone review.)

MAOQ2 (Initial Part A determination)--1f you do not agree with this determination, you have the right to appeal. You
must file awritten request for areconsideration within 60 days of receipt of this notification. Decisions
made by a PRO must be appealed to that PRO. (An ingtitutiona provider, e.g., hospital, SNF, HHA, may
apped only if the claim involves amedical necessity denial, a SNF noncertified bed denial, or a home health
denia because the patient was not homebound or was not in need of intermittent skilled nursing services,
and either the patient or the provider isliable under 81879 of the Social Security Act, and the patient chooses
not to appeal.)

MAOQ3 (Hearing)--1f you do not agree with the Medicare approved amounts and $100 or moreisin dispute (less
deductible and coinsurance) , you may ask for ahearing. Y ou must request a hearing within six months of
the date of thisnotice. To meet the $100, youmay combine amounts on other claims that have been
reviewed/reconsidered. Thisincludes reopened reviews if you received arevised decision. Y ou must appeal
each claim ontime. At the hearing, you may present any new evidence which could affect our decision.

(Note: An Intermediary must add: An ingtitutional provider, e.g., hospital, SNF, HHA, may appeal only if
the claim involves a medical necessity denial, a SNF noncertified bed denial, or ahome health denial because
the patient was not homebound or was not in need of intermittent skilled nursing services, and either the
patient or the provider isliable under 81879 of the Social Security Act, and the patient chooses not to

appeal.)
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MAO4

MAOQ5

MAQ6
MAOQ7
MAOQ8

MAQ9
MA10
MA11

MA12

MA13

MA14

MA15

MA16

MA17

MA18

MA19

MA20

MA21
MA22
MA23
MA24
MA25
MA26
MAZ27

MA28

MA29
MA30
MA31
MA32
MA33
MA34
MA35
MA36
MA37

MA38
MA39
MA40

Secondary payment cannot be considered without the identity of or payment information from the primary
payer. Theinformation was either not reported or wasillegible.

Incorrect admission date, patient status or type of bill entry on claim.

(NOTE: See MA30, MA40 and MA43 also.)

Incorrect beginning and/or ending date(s) on claim.

The claim information has a so been forwarded to Medicaid for review.

Y ou should also submit this claim to the patient's other insurer for potential payment of supplemental
benefits. We did not forward the claim information as the supplemental coverage is not with aMedigap
plan, or you do not participate in Medicare.

Claim submitted as unassigned but processed as assigned. Y ou agreed to accept assignment for al claims.
The patient's payment was in excess of the amount owed. Y ou must refund the overpayment to the patient.
Payment is being issued on a conditional basis. If no-fault insurance, liability insurance, Workers
Compensation, Department of Veterans Affairs, or agroup health plan for employees and dependents also
coversthisclaim, arefund may be due us. Please contact usif the patient is covered by any of these sources.
Y ou have not established that you have the right under the law to bill for services furnished by the person(s)
that furnished this (these) service(s).

Y ou may be subject to penaltiesif you bill the beneficiary for amounts not reported with the PR (patient
responsibility) group code.

Patient is a member of an employer-sponsored prepaid health plan. Services from outside that health plan
are not covered. However, asyou were not previoudy notified of this, we are paying thistime. In the future,
we will not pay you for non-plan services.

Y our claim has been separated to expedite handling. Y ou will receive a separate notice for the other
services reported.

The patient is covered by the Black Lung Program. Send this claim to the Department of Labor, Federa
Black Lung Program, P.O. Box 828, Lanham-Seabrook MD 20703.

We are the primary payer and have paid at the primary rate. Y ou must contact the patient's other insurer to
refund any excessit may have paid due to its erroneous primary payment.

The claim information is also being forwarded to the patient's supplemental insurer. Send any questions
regarding supplemental benefits to them.

Information was not sent to the Medigap insurer due to incorrect/invalid information you submitted
concerning that insurer. Please verify your information and submit your secondary claim directly to that
insurer.

SNF stay not covered when care is primarily related to the use of an urethral catheter for convenience or the
control of incontinence.

SSA records indicate mismatch with name and sex.

Payment of |ess than $1.00 suppressed.

Demand hill approved as result of medical review.

Christian Science Sanitorium/ SNF bill in the same benefit period.

A patient may not elect to change a hospice provider more than once in a benefit period.

Our records indicate that you were previoudly informed of thisrule.

Incorrect entitlement number or name shown on the claim. Please use the entitlement number or name
shown on this notice for future claims for this patient.

Receipt of this notice by a physician or supplier who did not accept assignment is for information only and
does not make the physician or supplier a party to the determination. No additional rights to appeal this
decision, above those rights already provided for by regulation/instruction, are conferred by receipt of this
notice.

Incomplete/invalid provider name, city, state, and zip code.

Incomplete/invaid type of bill.

Incomplete/invalid beginning and ending dates of the period billed.

Incomplete/invalid number of covered days during the billing period.

Incomplete/invalid number of noncovered days during the billing period.

Incomplete/invalid number of coinsurance days during the billing period.

Incomplete/invalid number of lifetime reserve days.

Incomplete/invalid patient's name.

Incomplete/invalid patient's address. (Note: When used, a Medicare contractor must verify that an address,
with city, State, and zip code, and a phone number are present.)

Incomplete/invalid patient's birthdate.

Incomplete/invalid patient's sex.

Incomplete/invalid admission date.
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MA41
MAA42
MA43
MA44
MA45
MA46

MA47

MA48
MAA49

MAS50
MA51
MAS2
MAS53

MA54
MAS5

MAS56

MAS57
MAS58
MAS9

MAG0
MAG1
MAG2
MAG3
MAG64

MAG5
MAG6

MAG7
MAG8

MAG9
MA70
MA71
MAT72
MA73

MA74
MA75

MA76

MA77

MAT78

MAT9

Incomplete/invaid type of admission.

Incomplete/invalid source of admission.

Incomplete/invalid patient status.

No apped rights on thisclaim. Every adjudicative decision based on Medicare law.

As previoudy advised, aportion or all of your payment is being held in a specia account.

The new information was considered, however, additional payment cannot be issued. Please review the
information listed for the explanation.

Our records show you have opted out of Medicare, agreeing with the patient not to bill Medicare for
services/tests/supplies furnished. Asresult, we cannot pay thisclaim. The patient is responsible for payment
Incomplete/invalid name and/or address of responsible party or primary payer .

Incomplete/invalid six-digit Medicare provider number of home health agency or hospice for physician(s)
performing care plan oversight services.

Incomplete/invalid Investigational Device Exemption number for FDA-approved clinical trial services.
Incomplete/invalid CLIA certification number for laboratory services billed by physician office laboratory.
Did not enter full 8-digit date (MM/DD/CCYY).

Inconsistent demonstration project information. Correct and resubmit with information on no more than one
demonstration project.

Physician certification or election consent for hospice care not received timely.

Not covered as patient received medical health care services, automatically revoking his’her election to
receive religious non-medical health care services.

Our records show you have opted out of Medicare, agreeing with the patient not to bill Medicare for
services/tests/supplies furnished. Asresult, we cannot pay thisclaim. The patient is responsible for
payment, but under Federal law, you cannot charge the patient more than the limiting charge amount.
Patient submitted written request to revoke his/her election for religious non-medical health care services.
Incomplete release of information indicator.

The beneficiary overpaid you for these services. Y ou must issue the beneficiary arefund within 30 days for
the difference between his’her payment and the total amount shown as patient responsibility on this notice.
Incomplete/invalid patient's relationship to insured.

Did not complete or enter correctly the patient's social security number or health insurance claim number.
Telephone review decision

Incomplete/invalid principal diagnosis code.

Our recordsindicate that Medicare should be the third payer for this claim. We cannot process this claim
until we have recelved payment information from the primary and secondary payers.

Incomplete/invalid admitting diagnosis.

Incomplete/invalid principal procedure code and/or date.

Correction to aprior claim.

We did not crossover this claim because the secondary insurance information on the claim was incomplete.
Please supply complete information or use the PAY ERID of the insurer to assure correct and timely routing
of the claim.

Incomplete/invalid remarks.

Incomplete provider representative signature.

Incomplete/invalid provider representative signature date.

The beneficiary overpaid you for these assigned services. Y ou must issue the beneficiary a refund within 30
days for the difference between his’her payment to you and the total of the amount shown as patient
responsibility and as paid to the beneficiary on this notice.

Informational remittance associated with a Medicare demonstration. No payment issued under fee-for-
service Medicare as patient has el ected managed care.

This payment replaces an earlier payment for this claim that was either lost, damaged or returned.

Our records indicate neither a patient's or authorized representative's signature was submitted on the claim.
Since thisinformation is not on file, please resubmit.

Incomplete/invalid provider number of HHA or hospice when physician is performing care plan oversight
services.

The beneficiary overpaid you. Y ou must issue the beneficiary arefund within 30 days for the difference
between the beneficiary’ s payment less the total of Medicare and other payer payments and the amount
shown as patient responsibility on this notice.

The beneficiary overpaid you. Y ou must issue the beneficiary arefund within 30 days for the difference
between the Medicare allowed amount total and the amount paid by the beneficiary.

Billed in excess of interim rate.
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MABS80

MAS81
MAB82

MAB83

MA84

MAB85

MAB86

MAB87

MAB88

MABS89

MA90

MAO91
MAQ92

MA93
MA94

MA95

MA96

MAQ97

MA98

MAQ99

MA100

MA101

MA102

MA103
MA104

MA105

Informational notice. No payment issued for this claim with this notice. Medicare payment issued to the
hospital by itsintermediary for al services for this encounter under a demonstration project.

Our records indicate neither a physician or supplier signature is on the claim or on file.

Did not complete or enter the correct physician/supplier's Medicare billing number/NPI and/ or billing name,
address, city, state, zip code, and phone number.

Did not indicate whether Medicareis the primary or secondary payer. Refer to Iltem 11in

the HCFA-1500 instructions for assistance.

Patient identified as participating in the National Emphysema Treatment Trial but our records indicate that

this patient is either not a participant, or has not yet been approved for this phase of the study. Contact Johns
Hopkins University, the study coordinator, to resolve if there was a discrepancy.

Our recordsindicate that a primary payer exists (other than Medicare); however, you did not complete or
enter accurately the primary payer’s plan or program name. (Substitute “PAY ERID” for “their plan or
program name”’ when effective.)

Our recordsindicate that there is insurance primary to Medicare; however, you either did not complete or
enter accurately the group or policy number of the insured.

Our recordsindicate that a primary payer exists (other than Medicare); however, you did not complete or
enter accurately the correct insured's name.

Our recordsindicate that a primary payer exists (other than Medicare); however, you did not complete or
enter accurately the insured's address and/or telephone number.

Our recordsindicate that a primary payer exists (other than Medicare); however, you did not complete or
enter the appropriate patient's relationship to the insured.

Our recordsindicate that there isinsurance primary to Medicare; however, you either did not complete or
enter accurately the employment status code of the primary insured.

This determination is the result of the appeal you filed.

Our recordsindicate that there is insurance primary to Medicare; however, you did not complete or enter
accurately the required information.

(NOTE: Carriersmust also add: Refer to the HCFA-1500 instructions on how to complete MSP
information.)

Non-PIP claim.

Did not enter the statement “ Attending physician not hospice employee” on the claim to certify that the
rendering physician is not an employee of the hospice. Refer to item 19 on the HCFA-1500.

A “not otherwise classified” or “unlisted” procedure code(s) was hilled, but a narrative description of the
procedure was not entered on the claim. Refer to item 19 on the HCFA-1500.

Claim rejected. Coded as a Medicare Managed Care Demonstration but patient is not enrolled in aMedicare
managed care plan.

Claim rejected. Does not contain the Medicare Managed Care Demonstration contract number, however, the
beneficiary is enrolled in a Medicare managed care plan.

Claim rejected. Does not contain the correct Medicare Managed Care Demonstration contract number for

this beneficiary.

Our records indicate that a Medigap policy exists, however, you did not complete or enter accurately any of

the required information. Refer to the HCFA-1500 instructions on how to complete a mandated Medigap

transfer.

Did not complete or enter accurately the date of current illness, injury or pregnancy.

A SNF isresponsible for payment of outside providers who furnish these services/suppliesto residents.
Did not complete or enter accurately the referring/ordering/supervising physician's/practitioner’ s name
and/or UPIN. (Substitute“NPI” for “UPIN” when effective.)

HemophiliaAdd On

Did not complete or enter accurately the date the patient was last seen and/or the UPIN of the attending
physician. (Substitute “NPI” for “UPIN” when effective.)

Missing/invalid provider number for this place of service. Place of service code shown as 21, 22, or 23
(hospital). (Substitute “NPI” for provider number when effective.)

MA106-109 Reserved for future use

MA110

MA111

Our records indicate that you billed diagnostic test(s) subject to price limitations, however, you did not
indicate whether the test(s) were performed by an outside entity or if no purchased tests are included on the
claim.

Our recordsindicate that you billed diagnostic test(s) subject to price limitations and indicated that the
test(s) were performed by an outside entity; however, you did not indicate the purchase price of the test(s)
and/or the performing laboratory's name and address.
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MA112

MA113

MA114

MA115

MA116

MA117

Our records indicate that the performing physician/supplier/practitioner is a member of a group practice;
however, you did not complete or enter accurately their carrier assigned individual and group PINSs.
(Substitute “NPI” for “PIN” when effective.)

Incomplete/invalid taxpayer identification number (TIN) submitted by you per the Internal Revenue Service.
Y our claims cannot be processed without your correct TIN, and you may not bill the patient pending
correction of your TIN. There are no appeal rights for unprocessable claims, but you may resubmit this
claim after you have notified this office of your correct TIN.

Did not complete or enter accurately the name and address, or the carrier assigned PIN, of the entity where
services were furnished. (Substitute “NPI” for “PIN” when effective.)

Our records indicate that you billed one or more servicesin a Health Professional Shortage Area (HPSA);
however, you did not enter the physical location (name and address, or PIN) where the service(s) were
rendered. (Substitute“NPI” for “PIN” when effective.)

Did not complete the statement "Homebound" on the claim to validate whether laboratory services were
performed at home or in an ingtitution.

This claim has been assessed a $1.00 user fee.

MA118-119 Reserved for future use

MA120
MA121
MA122
MA123

Did not complete or enter accurately the CLIA number.

Did not complete or enter accurately the date the X-Ray was performed.

Did not complete or enter accurately theinitial date "actual" treatment occurred.

Y our center was not selected to participate in this study, therefore, we cannot pay for these services.

MA124-127 Reserved for future use

MA128
MA129

MA130

Did not complete or enter accurately the six digit FDA approved, identification number.

This provider was not certified for this procedure on this date of service. Effective 1/1/98, we will begin to
deny payment for such procedures. Please contact to correct or obtain CLIA certification.
(Claim processor must provide the name and phone number of the State Agency to be contacted.)

Y our claim contains incomplete and/or invalid information, and no appeal rights are afforded because the
claimisunprocessable. Please submit a new claim with the complete/correct information.

MAZ131 and higher Reserved for future use









